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ARCHITECTURAL DESIGN 


TWO years ago, it was my privi- 
lege to talk at this institute on this 
same topic. At that time there was 
evidence of the growing responsibility 
of our government with regard to re- 
habilitation and national health. In- 
creased interest was being felt in 
health insurance, preventive medicine, 
home nursing education, group prac- 
tice, and the proposed regional hos- 
pital setup. All of these ramifications 
have affected, to a great degree, our 
postwar planning. 

We had gone through a period 
when it had become necessary to 
transplant huge groups of people in 
military camps and industrial areas. 
Hospitals had to be provided quickly, 
from whatever materials were avail- 
able, without straightlaced code re- 
strictions and on sites that permitted 
the buildings to sprawl and stretch 
in the sunlight. Horizontal traffic in 
these structures was indicated be- 
cause of their non-fireproof character 
and the scarcity of elevator equip- 
ment. Meanwhile, prospective home 
owners were becoming interested in 
new and unconventional ideas relative 
to home planning for more pleasant 
and servantless living. 


A New Era 

It was truly the beginning of a new 
era in architecture. Affected sym- 
metry, catalogued styles, and tradi- 
tional mannerisms in building began 
to seem less important as we came to 
realize the advantages emanating 
from an unrestrained approach to 
planning problems. We were im- 
pressed with the practicality of the 
truth that a building, in order to 
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serve its intended purpose with maxi- 
mum efficiency, must evolve from a 
well studied plan, and that any re- 
striction of rooms to conform to an 
outward arrangement of windows, or 
to preconceived rectangular spaces or 
surface ornament dictated by tradi- 
tional precedent, fell far short of ful- 
filling the standards of good archi- 
tecture. 

Indicative of the acceptance of the 
new trend were the results of a com- 
petition for a small general hospital 
sponsored by Modern Hospital in 
1944. The drawings submitted 
showed that architects in general 
were applying a new logic and for- 
ward thinking to the plan itself, 
rather than making an attempt to fit 
a collection of rooms into a precon- 
ceived exterior shell. 

There was evidence of a closer 
relationship between the patients’ 
rooms and the landscape and the ex- 
terior view, with provision for ramps 
so that wheelchair patients might 
more readily enjoy the gardens and 
lawns. Orientation provided for maxi- 
mum sunlight from preferred ex- 
posures, and nursing sections in gen- 
eral were screened from noise, traffic, 
and other disturbing factors. 


Planning a Small Hospital 

For anyone contemplating the erec- 
tion of a small hospital, we would 
recommend a careful study of these 
designs along with the statements of 
the jury. The planning of a small 
hospital is not an easy task. With the 
usual lack of specific information and 
under strict budget limitations, it 
often is difficult to keep from giving 
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this or that department too much or 
too little preference. It is hard to 
decide what to leave out and what to 
put in and still keep a well balanced 
plant. One just cannot take the plan 
of a large hospital and reduce it 
proportionately. The two problems 
are distinctly different. However, if 
a study of these small hospital plans 
does nothing more than impress us 
with the fact that the site must be 
ample if it is to provide adequate 
grounds, parking, and proper en- 
trance isolation, the competition will 
have served an excellent purpose. 
While wartime restrictions reduced 
general and private hospital con- 
struction to a minimum, a few such 
buildings were erected during the 
1944-45 period that reflected sound 
approach to good planning. Mean- 
while the Hospital Facilities Section 
of the U. S. Public Health Service, 
under the guidance of Mr. Marshall 
Shaffer, was busy preparing hospital 
planning data and elements of design 
that have since proved to be most 
valuable in guiding many architects 
in the planning of veterans’ hospitals 
and civilian units contemplated to 
share the benefits of Public Law 725. 


Influence of Public Health Service 

These schematic drawings as pre- 
pared under the direction of the Pub- 
lic Health Service are not supposed 
to be adopted “in toto.” They are to 
be used as guides in helping to de- 
termine the composition and arrange- 
ment of the diverse essential depart- 
ments that go to make up the various 
sized institutions from the small rural 
health center to the large general 
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hospital. However, the various re- 
quirements have been so expertly 
studied (from the standpoints of 
design, economy, “and efficiency of 
operation) that in many cases they 
have been bodily incorporated into 
plans with excellent results. 

The end of the war has not brought 
an end to our many problems with 
regard to hospital construction. We 
have been supplied with excellent 
means of assisting us toward more 
clean cut planning. We have found 
that simplification of design means 
new beauty as well as economy, but 
we are still so beset with overwhelm- 
ing costs of labor and materials that 
there is the necessity of close budget 
planning and the attendant danger 
of too drastic cutting of essentials in 
order to produce a worthwhile show- 
ing for our investment. 

There is the ever present tempta- 
tion of employing short sighted econ- 
omy by leaving out necessary equip- 
ment or using cheaper materials that 
will require increased maintenance, 
and so running up nursing and other 
personnel costs instead of planning 
as we must for minimum effort in 
operation. 


Providing for New Developments 
in Hospital Care 

In addition, there are many things 
to be provided for in the new hospital 
that were not considered necessary 
in the institutions of yesterday. Stress 
on health education, preventive medi- 
cine, and out-patient care along with 
development in social service, psy- 
chiatry, new diagnostic and thera- 
peutic developments, all have added 
to the increased initial and upkeep 
costs of the hospital. We must build 
into our new hospitals, along with 
maximum efficiency of operation, a 
careful balance of first cost economy 
and maintenance quality and must 
not overlook that important item of 
provision for future extensions and 
alterations. The hospital never re- 
mains static. A change in chief of 
staff or administrator can often rel- 
egate last year’s arrangement of 
rooms to the scrap heap if the plan- 
ning was not brought about as a 
result of careful co-operative study 
between the department heads and 
the architect. It is expensive pro- 
cedure to jump at conclusions in 
hospital planning. 

Just how does the new trend in 
planning differ from that to which 
we have heretofore been accustomed? 
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Here, in effect, was the old method 
of design approach. For many years, 
American architecture was decadent. 
Buildings were classified and built 
according to styles that had been 
borrowed from the past. They were 
planned from the outside in. More 
thought was given to the pattern 
imparted by the array of windows, 
to the authenticity of the cornice or 
entrance stone embellishments than 
to the inter-relation of rooms or how 
well they fitted the requirements of 
the various departments. 

We built colonial hospitals, Gothic 
hospitals, Romanesque _ hospitals, 
classic revival hospitals. This all 
meant nothing more nor less than 
the borrowing of various exterior en- 
velopes from outmoded buildings that 
had been constructed in accordance 
with techniques of centuries ago. 


Exterior Domination 


At the same time, the interior 
framing of our buildings was being 
constructed in conformity to present 
day engineering principles. In other 
words, we were just grafting old skin 
over the framework of new buildings. 
It didn’t make good sense. An occa- 
sional and wiser architect advanced 
the theory that form should follow 
structure, but acceptance of the creed 
was sluggish. The false doctrine of 
architectural skin grafting persisted. 
The shape of the building was studied 
from the exterior viewpoint, let the 
rooms fall where they may. In order 
that the building might look struc- 
tural and authentic, windows had to 
be kept small. Building codes even 
specified the maximum of wall space 
that could be taken by window open- 
ings. In any event, the small windows 
from the inside gave the appearance 
of bright headlights peering from the 
blackness of night. We had a flexible 
system of building framing, but we 
bound it tight in walls of masonary, 
pierced here and there by inadequate 
openings. 

After World War I, frank expres- 
sion in architectural design began to 
make itself felt in the more progres- 
sive countries of Europe and South 
America. On this continent, lethargy 
persisted with regard to the accept- 
ance of right architectural thinking. 
Finally, we are becoming convinced 
that architecture no longer means the 
beautification of the exterior without 
regard for interior plan efficiency. It 
seems that it has taken another war 


to seal our acceptance of a rational 
approach to hospital design. 


Planning According to Basic Needs 

We now plan in accordance with 
the basic needs of the building, sys- 
tematic traffic flow, inter-relation of 
departments, effective operation. That 
is the new approach to planning — 
an approach that recognizes some- 
thing more than the alignment of 
rooms along an eight foot wide cor- 
ridor, or the placing of partitions to 
agree with the windows, or of win- 
dows to center between ornamental 
stone piers. 

To plan an efficient hospital we 
must go through the progressive 
stages of the survey, the program- 
ming, the site selection, and the 
three dimensional arrangement of de- 
partments, all prior to the actual 
drawing stage. We cannot make a 
judicious analysis of a site until we 
have a general idea of the three 
dimensional massing of the hospital 
which is to occupy it. 


Preliminary Planning 

The size of the hospital and the 
relative importance of its several 
departments may have considerable 
bearing upon whether or not certain 
entrances may be combined. Existing 
natural grades together with the cor- 
responding exposures, views, main 
thoroughfares of approach, along with 
seasonal paths of the sun, prevailing 
breezes, traffic or smoke nuisances, 
all have their bearing upon the prac- 
ticability of the site. We seldom find 
an ideal site. In our judgment we 
must weigh one list of advantages 
and disadvantages against another. If 
we make the wrong selection of site, 
no amount of good planning can over- 
come the handicap of our first 
mistake. 

In the process of planning, as- 
suming that requirements are well 
defined, we proceed to give serious 
attention to the relation of depart- 
ments, whether horizontal or vertical. 
Because the main floor and the 
ground floor are near to grade and, 
therefore, readily accessible for pa- 
tients, visitors, deliveries, and for 
various other activities, there is a 
growing tendency toward the spread- 
ing out of the lower floors. This can 
be done economically and effectively 
as to the resulting scheme of traffic 
routing and future extension pos- 
sibilities. Columns may be kept small 
in these lower wings, spans may be 


HOSPITAL PROGRESS 















































lengthened and need not be bound by 
any artificial restriction of symmetry 
or rectangular limits. We need to 
give consideration only to good plan- 
ning so that the building may func- 
tion to its best advantage and so 
conserve the effort of those who must 
run it. 

Please do not infer, however, that 
we have discovered a primrose path to 
hospital planning. It is not that easy. 
We have but removed some of 
the older unnecessary handicaps to 
straight forward design. 


Some Practical Points 

Hospital planning has ever been 
a matter of judicious compromises. 
No plan was ever ideal after having 
been transformed into brick and con- 
crete. It is doubtful if any sizable 
design was ever really used exactly 
as planned. Very often the require- 
ments change before the plans are 
complete or while the building is 
being finished, but in general, if the 
staff, the administrator, and the arch- 
itect co-operate with full mutual un- 
derstanding, there should not be too 
many of even minor items to require 
later adjustment. 

A few of the many points that 
should be kept in mind as one makes 
the preliminary layout are as follows: 

1. The flowline of patients and 


visitors to the elevators serving the 
nursing section should be as direct 
as possible. 

2. The record department should 
be placed to serve both outpatients 
and inpatients without waste of per- 
sonnel effort. 

3. The diagnostic and therapeutic 
facilities should be located adjacent 
to a traffic line between the out- 
patient department and the nursing 
section, where they may serve both 
with a minimum of confusion. 


4. The X-ray and the therapies, 


should occupy an area that easily may 
be expanded without interference 
with other departments, as these de- 
partments, being less static than the 
others, are more liable to have need 
for radical changes in arrangement 
or space requirements. 

5. Usually it is best to arrange 
the nursing section for vertical trans- 
portation to its several units, as super- 
imposition of the nursing floors works 
out most satisfactorily for delivery 
of food and supplies as well as for 
the routing of visitors. 

6. If the nursing section is planned 
in a way that one nurse may handle 
two units during the quiet hours or 
when the occupied bed census is 
low, much saving of nursing time will 
result. 
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/. ‘Vhere is a great advantage from 
the standpoint of skeleton staff super- 
vision, if outpatient general admis- 
sion and emergency departments may 
be located close to one another. 

8. There are distinct advantages in 
placing the surgical department on 
the same floor as the surgical beds. 
This same arrangement also applies, 
of course, for the delivery suite and 
the maternity beds, with their ac- 
companying nursery.’ Both operating 
and delivery suites, however, should 
be placed at dead ends of a wing to 
keep traffic out from these depart- 
ments. As the surgical department 
need no longer be restricted to the 
upper floor, inasmuch as artifical 
lighting is now used exclusively for 
operations, this department works out 
very well on the main floor or in a 
wing above one of the lower floors, at 
right angles to the nursing wing and 
on a level with the surgical beds. 


Pattern of Present-Day Hospital 

The usual pattern of the present 
day hospital then, is horizontal 
spreading out of those departments 
that require easy access from grade, 
and the placing of the nursing section 
in a vertical mass that rises to provide 
the required number of floors to pro- 
duce the desired bed capacity, with 
such facilities as require horizontal 
connection with nursing sections 
located in a multistoried wing at right 
angles to the nursing wing. 

There is still some difference of 
opinion as to the best manner of 
planning the typical nursing floor, but 
a definitely growing trend, other con- 
ditions being favorable, is toward the 
facing of all patients’ rooms to the 
south or southeast. With a shorter 
depth of room on the north side of 
the corridor, this space is well taken 
up with such rooms as the nurses’ 
station, utility, treatment, waiting, 
pantry, linen, and other service 
rooms, and the patients are separated 
from the attendant noises of these 
north service rooms by a corridor 
and two partitions. Cross corridor pa- 
tient annoyance is also eliminated by 
keeping all patients’ rooms on one 
side of the corridor. 

While some contend that the west 
grouping of patients’ rooms on either 
side of the corridor tends to bring 
the nurses’ station closer to all beds, 
others have proved that the dis- 
advantages far outweigh the saving of 
the few extra nursing steps. Patients 
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requiring the least attention may be 
placed in the farther removed beds. 
By judicious placing of subutility 
rooms or a few additional bedpan 
washing toilets, one adjacent to each 
private or semiprivate room, the work 
in a straight-line arrangement of pa- 
tients’ rooms may be even more 
minimized. 
Cutting Down Nurse Travel 

In some plans, the private rooms 
have been reduced in width to shorten 
the nurse travel and the beds placed 
alongside the wall, with the conten- 
tion that the saving in nurse travel 
more than compensated for any ad- 
ditional effort expended in bed serv- 
icing or awkwardness in treatment 
when required from both sides of the 
bed. One small general hospital being 
built in Iowa has an arrangement of 
south-facing patients’ rooms, each 
pair of rooms having a closet with 
a. joint arrangement of lavatory and 
bedpan washing toilet adjacent, from 
the corridor side, thus accomplishing 
diminished length of nursing travel. 
Double utility rooms arranged with a 
counter or low partition between the 
clean and the soiled work side, are 
coming more and more into vogue as 
a means of saving work and cutting 
down cross infection. 

There is an increasing demand for 
location of the kitchen on the main 
floor or at least in basement space 
that might, due to the grade arrange- 
ment, allow full window height for 
kitchen lighting. Care must be taken, 
however, that this location is also 
adjacent to the storage and receiving 
area. It has been said that the out- 
patients’ department is due for 
greater changes during the next ten 
years than any other department in 
the hospital. Its growing recognition 
as an effective means of forestalling 
illness and surgical need for all classes 
of patients rather than as a human- 
itarian gesture to the indigent is in- 
dicated in the newer plans for health 
centers and district hospitals. 

Encouragement of practicing phy- 
sicians to rent office space in many 
new general hospitals and to profit by 
increased outpatient fee standards, is 
being considered as a means of de- 
creasing hospital bed occupancy. 


What effect health insurance will have 
on such a development is still an un- 
solved problem, but the O.P.D. will 
undoubtedly become a more impor- 
tant factor in the hospital network 
scheme. 
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Emphasis on the Integrated 
Hospital 

Our new hospitals are being 
planned to treat not only the disease, 
but the whole individual. This, while 
especially true of the veterans’ hos- 
pital, is also true to some extent with 
the integrated civilian hospital, where 
specialists in their various depart- 
ments may heal all manner of ills, 
physical, social, mental, and moral. 
With our advancement in human 
understanding, hospitalization periods 
are shortened, many who formerly 

*faced discouraging futures in distant 
sanatoria or in mental institutions 
may now find new hope in the well 
equipped general hospital. Distinction 
is being eliminated to an increasing 
degree between the charity and the 
pay patient. The patient is ever be- 
coming an even more important per- 
son in the new hospital. 

Some experts have said that arti- 
ficial light therapy is not being used 
as much as formerly and that massage 
in conjunction with medical treat- 
ments by the sulphur derivatives is 
taking the place of hydrotherapy, 
and lowering the consequent demand 
for elaborate and expensive pools 
and accompanying apparatus. There 
is definitely a growing demand for 
more control of air borne bacteria 
by ultra violet irradiation in con- 
tagious sections, nurseries, and oper- 
ating rooms. We might mention here, 
however, that when mechanical fail- 
ures occur, it is well to be able to 
fall back temporarily, at least for 
protection, by adequate provision for 
natural sunlight. 


Planning for Economic and Efficient 
Food Preparation 

Engineering principles are being 
applied in a more thorough manner 
to matters of food preparation. Quick 
freeze and cold storage methods are 
rapidly supplanting much of the 
former canning of fruits, vegetables, 
and meats. Spaces required for din- 
ing room, kitchen, pantry, serving, 
and preparation departments may all 
now be worked out by reliable for- 
mula, and special attention is being 
paid to lighting, silhouetting of tools, 
color scheme, and comfort for 
workers. New techniques such as con- 
veyor belt. dishwashing have been 
said to reduce breakage by 75 per 
cent and decrease the necessary labor 
force by as much as 260 per cent. 
This reduction in effort and cost 
relative to the dietetic department 





seems all the more important when 
we consider that food service repre- 
sents about one third of the hospital 
budget. 

At the same time, if we can, by 
efficient planning, eliminate the neces- 
sity of one extra nurse, we are saving 
the outlay of nearly $100,000 of 
endowment. Operation economy also 
has placed greater emphasis on cen- 
tral point control, particularly as re- 
gards storage and delivery of supplies. 

Planning for ease in combining re- 
sponsibilities of staff members, nurses, 
and technicians so that they may 
accomplish more during their eight 
hour shift, with the same effort, is 
by serious study very often possible. 
Well placed glazed viewing panels, 
pass doors, strategic inter-relation of 
departments are a few of the means 
toward this end. Every angle must 
be studied from the standpoint of 
reducing labor costs without a cor- 
responding lowering of service stand- 
ards. 

At the same time, our structural 
plan must accommodate itself to a 
unity in our departments, and without 
changing of the basic service organiza- 
tion, must allow elastic expansion for 
constantly changing techniques. The 
present system of skeleton concrete 
construction accomplishes this by its 
inherent flexibility, and new develop- 
ments in framing and slab design are 
ever making this construction method 
more adaptable to the rambling in- 
formality of the contemporary hos- 
pital plan, while for the multi-storied 
nursing section, it is made more econ- 
omical by its adaption to the modular 
system. 

Maximum Sunlight 

We are all now familiar with the 
solar wall taking advantage of its 
southern exposure and an arrange- 
ment of sun shades which eliminate 
the hot summer sun and permit the 
full effect of the low winter sun to 
penetrate into the patients’ room. The 
maximum of natural light is more 
pleasant for the patient and causes 
less eye strain. Also, if the room be 
semi-private, the patient nearer the 
corridor has a better view of the 
out-of-doors than did a private room 
patient under the traditional system 
of natural lighting. It also has been 
proved conclusively that natural light 
has decided germicidal action and 
that the lethal effect of even diffuse 
daylight is considerable. 

Everything would seem to indicate 
that the glass wall will continue to 
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become more popular in_ hospital 
planning, not alone for patients’ 
rooms, but for lobbies, dining rooms, 
kitchens, and wherever plenty of 
natural light from both the germicidal 
effect and a pleasant cheerful atmos- 
phere are desirable. By making use, 
at the main floor, of large units of 
glass and continuing an _ exterior 
masonary wall material through to 
form the exposed interior wall, the 
effect of bringing the out-of-doors into 
the room may be achieved in a most 
interesting manner for lobbies, dining 
rooms, and protected terraces. 

At this point we might call atten- 
tion to the advantages of frankness 
in the use of architectural materials. 
There is no point in covering a 
perfectly good masonry material 
with another material less permanent 
and requiring added maintenance. 
More use will be made of well 
finished cement blocks for interior 
walls and partitions, with semiglazed 
clay units for rooms subjected to 
moisture conditions or repeated wash- 
ing. 

The Modular System 

Much interest is now being shown 
in the modular system of co-ordina- 
tion of manufactured materials. This 
system is being promoted by building 
material manufacturers in an effort 
to make it possible to combine and 
fit various manufactured masonry, 
millwork, metal, and glass units 
into the job without the expense of 
cutting. The building drawings, also, 
are laid out in dimensional units that 
allow exactly for a specified number 
of material unit sizes. Such a system, 
when it becomes universally adopted, 
should help to lower erection costs 
and speed up construction. 

More expression of the structural 
units of the building showing as a 
part of the architecture, is both eco- 
nomical and in good taste. In fact, 
the new architecture makes a whole- 
some use of brick, stone, concrete, 
metal, wood, and glass, all combined 
in a frankness of treatment, each 
material being employed on its own 
merit as the best for its particular 
job. A building that piles up on the 
exterior in a manner expressive of its 
interior uses, that indicates where the 
stairways or the elevators occur, 
where people congregate, where 
people work, whether ample or mini- 
mum natural light is required, where 
entrances and glass walls need over- 
hanging protection or where airing 
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decks need the direct rays of the 
sun: such a building can express the 


very best in architecture. 


Color Schemes 

Whether they be patients, workers, 
or visitors, people react favorably to 
pleasant surroundings. Along with 
attractive landscaping and plate glass 
walls that help to bring the outdoors 
inside, there is increased interest in 
the use of harmonious colors. A few 
bright and well selected colors in 
the lobby, or in fact almost any room 
in the hospital, will tend to make 
waiting or working more pleasant. A 
carefully selected combination of two 
or three soft colors for the walls and 
ceiling of the patients’ room is a 
welcome change from the muddy 
yellow or the glaring white of former 
days, and is a real help as a back- 
ground for the attractive new fur- 
niture and draperies. It may also help 
to cut down the patient’s period of 
hospitalization by means of color 
therapy. 

Corridors may be made more at- 
tractive by using a different color 
for the end window wall, and a con- 
trasting bright color for the opposite 
wall where the corridor intersection 
occurs. Such variations of color 
scheme have a way of uplifting the 
spirits of both patients and personnel. 

One well known paint manufac- 
turer has employed a colorist of na- 
tional reputation to produce a line of 
grayed-out interior wall colors that 
are ready to apply directly from the 
can, without the necessity of expert 
blending or mixing. With the help of 
a sample fan showing this complete 





group of colors, it is possible tor the 
novice to compare and select com- 
binations of colors and know 
itively in advance what the results of 
the decorative scheme will be. Color, 
natural lighting, and landscaping of 
the grounds are as much a part of 
today’s architecture as the building 
structure. 


pos- 


Justifying the New Architecture 

Pondering upon the stark sim- 
plicity of these new hospitals as com- 
pared with the more elaborate pattern 
of the thirties, some of us may have 
certain misgivings about the advis- 
ability of adopting such a radical 
trend for our own particular problem. 
We may fear the adverse criticism 
of donors and responsible admirers of 
traditional work. 

These are times when extra beds, 
better patient and judicious 
economy are all in the balance. We 
cannot question the soundness of the 
principles of simplified construction, 
nor the justification of a plan that 
affords directness and conservation of 
human effort. If our patients react 
more favorably toward windows that 
bring them the sky and the trees, 
the winter sun and the summer shade, 
with less eyestrain and increased 
safety, and if we can build such hos- 
pitals for less than we can build 
the brick and structures of 
yesterday, it is difficult to defend the 
latter. Then, as we perceive, in these 
systematic structures, a frank pur- 
poseful beauty that extends to their 
very framework, we must recognize 
them as examples of truly integrated 
architecture. 


care, 


stone 
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To BUILD or 


NOT to BUILD 


IN the past several months a num- 
ber of Orders of Nuns and Priests 
have asked me that question. In 
each instance I had to ask one in 
return: can you afford to build now 
or at any time in the near future? 
How much have you saved or put 
away in a Building Fund? 

Surely, you all need to expand your 
present facilities —- your buildings are 
bulging at the corners — you have 
two patients for each bed — you can’t 
house your nurses — you know that 
more children will be born the next 
15 years than in the same period be- 
fore the war. Our population is grow- 
ing rapidly, at least we have 10,000,- 
000 more people today than when our 
last census was taken — and you're 
all certain that as long as we have 
the Blue Cross and Hospital Care you 
will have no difficulty in filling your 
wards and rooms. All fine reasons for 
building now. 

What about your finances? It’s 
wonderful to plan on a million dollar 
hospital and nurses’ home project, or 
even a $500,000 one. An architect 
will draw some beautiful plans for 
you but even he can’t promise today 
to complete a building at a specified 
price, and, if you’re going to try to 
build on borrowed money, aren’t you 
apt to run into serious difficulties 
before you are through? 

I know of a building started last 
year that was to cost not a penny 
over $350,000 —that’s what the 
architect and contractors told the 
people who were building — it isn’t 
finished yet and it has cost more than 
$600,000. Who is to blame? Frankly, 
not anyone. 


Reasons for Increased Costs 
No one could anticipate the brick- 
layers going on strike or the shortages 
in the plumbing and heating lines — 
and the architect or contractors didn’t 
tell the owners that because no 
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apprentices had been trained in re- 
cent years, many trades were short of 
skilled workers — bricklayers would 
be scarce and independent and lay 
only 524 bricks each day at a cost 
of $18.75 each day, when they used 
to lay 1000 or more before the war 
at a cost of approximately $12.50 — 
that plasterers are few in number and 
would prefer to work Saturday and 
Sunday only because they get double 
pay, instead of doing a good day’s 
work each day at a very fine wage. 

And perhaps you haven’t been told 
that building costs will rise more. 
Such items as steel — pipes and fit- 
tings and many kinds of lumber — 
mill work — cement — will cost more. 
Labor is going to fight for higher 
wages this coming spring and you 
will have higher freight rates and 
coal prices which will add to your 
building costs. 

I am going to quote below from a 
recent article prepared by the Chicago 
Association of Commerce: 

“Restrictive union practices were 
described in a recent survey as a 
major cause of today’s high cost and 
slow production in the construction 
industry. 

“Restrictive practices, which refer 
to limitations on the amount of work 
done on the job, were named twice 
as frequently as any other factors. 
Among those giving this answer were 
general and subcontractors, archi- 
tects, material suppliers, equipment 
manufacturers, realtors, property 
managers, and persons concerned with 
financing mortgages and loans. 


Union Restrictions 

“Such union restrictive practices 
also led the list as the most frequent 
answer to another question relating 
to practices that add unnecessarily 
to the cost of materials, supplies, and 
equipment for new construction proj- 
ects. 

“Other union practices given as 


obstacles to larger construction ac- 
tivity were jurisdictional disputes, 
limitations on the use of fabricated 
assemblies, failure to train more ap- 
prentices, and demands for premium 
wage payments and travel time pay. 

“Unions also were charged by re- 
spondents in the survey with requir- 
ing unnecessary workers on the job, 
interfering with the use of labor 
saving equipment, demanding that 
skilled workers instead of laborers 
handle menial unloading jobs, and 
assigning skilled workmen for solely 
jurisdictional reasons. 

“A typical answer from one re- 
spondent was: ‘It is obvious, of 
course, that the limitations of hours 
of work per week without the pay- 
ment of overtime retards production 
not only in the building industry but 
in all industries. It is generally under- 
stood also that some crafts have 
established quotas as constituting a 
day’s work and that such quotas are 
less than many competent mechanics 
could easily perform.’ ”’ 

Someone suggested recently that it 
would help if all building trades be- 
longed to one union—that is, a 
painter should be allowed to do a 
little carpenter work or plastering if 
necessary to keep a job moving ahead. 
This would eliminate delays, give the 
men a greater field of employment 
and therefore reduce costs. 

Who knows — perhaps this idea if 
put into effect might be a solution for 
reducing the cost of building and 
keeping everyone in the building 
trades working at excellent wages 
year in and year out. J hope some day 
such a union may be created. 


Being Realistic 
Let’s get back to your specific prob- 
lem. You want to build — you need 
to add a five story structure, or 100 
rooms and wards. You have the archi- 
tect’s plans — they are beautiful — 
just the kind of an addition you must 





HOSPITAL PROGRESS 








ill aiiads ANNAANNEN Sl Eg, at a cle.) 


i al ISR 1 i am = 































dn 


fete decane dttats dit eer 


Rp 7s NET PET 


whieh tiie 


Ate tht 

















have — but he guesses it will cost 
you about a million dollars. This 
new building will give you that won- 
derful operating room with a gallery 
on the fourth or fifth floor — 100 
beds and private rooms — doctors’ 
reception room — nurses’ reading 
and waiting room — solarium — spe- 
cial library room— an_ attractive 
kitchen — extra room for dietitians 
—new laundry room and the new 
machines that go with it — special 
dining room for nurses — another for 
the Nuns and a third one for the 
lay help. 

Your ideas are given to the archi- 
tect and, of course, he embodies all 
of them in his plans. Why not? He 
isn’t footing the bills and he knows 
his plans must be attractive in order 
to sell you the idea of building now. 
Oh, yes, you must have them — so 
you think. And now how are you 
going to finance this beautiful layout? 
The cost isn’t a million — its close 
to 1% million. You forgot the special 
equipment — the furnishings and the 
extra costs you will run into because 
of shortages, delays, etc. 


Financing a Building 

All I have stated above are facts 
gathered from those who have built, 
or from plans I have seen prepared 
for some of the hospitals. But in 
spite of all this some of you must 
build — you just can’t wait. Well — 
here is my suggestion. First raise one 
half of the cost of your program by 
a drive for funds—the other half 
you can finance by floating a Note 
Issue through one of the better in- 
surance companies or by floating 











bonds through one of the investment 
banking houses. Money is still cheap 
but only if you have one half the 
cost of your building program in your 
treasury. 

Some of the better insurance com- 
panies have made 12 to 18 year 
loans at from 314 to 4 per cent re- 
cently — these loans of course have 
been made to institutions that have 
shown a good record of earnings the 
last several years, and have met 
their debt obligations promptly in 
the past. 

Or perhaps you would prefer to 
create a bond issue in order to obtain 
funds. 

Loans handled by bond issues are 
being sold frequently —the money 
would cost you from 2'4 to 4 per 
cent plus a commission on the total 
loan and usually a premium is 
charged of from 1 to 2 per cent if you 
call the bonds before maturity. 

As a rule the 2'4 per cent interest 
bonds are ones which come due in the 
first few years and amount to only a 
very small percentage of the total loan 
If this type of loan is to be made | 
would suggest you talk it over with 
your local banker or some good busi- 
ness friend and have him recom- 
mend one of the better bond houses 
equipped to handle such loans. There 
are several in the field. 


Facing the Facts 
After you have made your arrange- 
ments with the architect and con- 
tractors and your banker — and you 
have a fair idea of what you want to 
spend — mind, I say what you want 
to spend, not what it will cost — take 








out your plans again and with a 
strong red pencil cut out every extra 
frill or room that isn’t absolutely 
needed immediately upon completion 

and have the contractor build the 
four walls and the roof — the special 
rooms can be completed later when 
costs are lower and when labor needs 
a job and materials are plentiful and 
reasonably priced. 

Let’s face the facts. 

Business generally is good — money 
is still flowing freely, although there 
has been a little tightening on loans 
from the banks ahese past few weeks. 

Many business men, in spite of 
high taxes, are still collecting large 
dividends and incomes are higher 
than before the war. So you can put 
on a drive for funds and do a fairly 
good job. Start your fund raising 
campaign immediately and by the 
time spring rolls around again you 
can be studying your architect's plans 
and laying aside your cash for your 
new building. 

It might be practical just as soon 
as your plans are concrete and you 
have made a deal with the insurance 
company or banking house —to dig 
a hole in the ground on the property 
on which you expect to erect your 
building — set in your foundation — 
and then wait until your fund raising 
campaign is very nearly completed 
before going ahead with the actual 
building. 

This action will show good faith on 
your part and you can point out the 
fact that the money is being raised 
to build and not to pay off old debts, 
as no man wants to give except for 
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NEW MATERIALS 


IN the present era, the hospital 
equipment and material requirements 
are less permanent than the buildings 
constructed from them. Therefore, 
a capable architect will continually 
try to anticipate trends not only in 
this area but also in the area of 
professional methods. The ability of 
an architect to foresee trends depends 
upon the painstaking research, scien- 
tific analysis of materials ‘and 
methods, creative imagination, and a 
broad understanding of economic 
values. 

New materials in building con- 
struction should not be used unless 
through their use financial savings 
accrue to the institution or lives are 
better protected, or comfort and 
convenience contributing to the care 
of the sick can be effected. Just as 
recent changes in hospital design and 
plans are based on an integration of 
services to reduce footsteps and time, 
and thereby the costs of conducting 
an institution, so also a majority of 
the new materials are employed to 
reduce the maintenance and operat- 
ing costs of the hospital. 


Some Engineering Considerations 


Flooring 

There is a wide variety of likes 
and dislikes in flooring, whether or 
not it is terrazzo, wood, asphalt, tile, 
linoleum, or rubber, but, from all the 
advance notices of manufacturers, 
new plastic material should be the 
best. The first installations have in- 
dicated that they still need more 
developing to fulfill the press reports; 
however, within a year there should 
be an excellent but expensive plastic 
flooring available. Terrazzo floors 


have been a choice with the hospitals 
because they are easy to maintain. 
Patients definitely do not like them 
because of their cold feeling. Perhaps 
when radiant heating is used this 
objection will no longer obtain. 
~*Brust and Brust Architects, Milwaukee, Wis. 
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Heating 

Radiant heat has no equal for 
hospital comfort or sanitation. The 
heating pipes are buried in the ceil- 
ing plaster, eliminating dirt-catching 
radiators. As a result of this, the 
room becomes more spacious, the air 
is not dried out as much, the walls, 
floors, chairs, and beds are warmer 
in temperature and the air cooler. 
With radiant heat there are fewer 
drafts, and strangely fewer blankets 
are needed for the required comfort. 
A good heating contractor can install 
radiant heat at the same price as 
the conventional hot water system, 
whereas other contractors encounter 
considerable expense. Unfortunately, 
few architects have really studied, 
analyzed, and investigated this type 
of heating system. There are so many 
excellent installations that the archi- 
tect who methodically tells his client 
that radiant heat has not been found 
acceptable is doing an_ injustice. 
Basically the heat from a radiant 
system is balanced with the type of 
heat loss from the human body, 
whereas in the conventional heating 
systems that ratio between connected 
and radiant heat is a direct opposite 
from the body heat. 


Equipment 


Call Systems 

The significant argument between 
visual and audible call systems soon 
may be solved by a very small 
electronic buzzer which nurses and 
doctors would carry. Each buzzer 
would be on a different frequency and 
would function through a radio call 
system. Probably poor acoustics has 
been the greatest drawback to the 
efficient operation of the audible 
system. 


Fireproofing 

Hospital buildings of fireproof con- 
struction are common and soon 
hospitals will be equipped: with com- 
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pletely fireproof furnishings. Beds, 
chairs, drapes, mattresses, sheets, and 
even gowns of flameproof material 
will be a requirement. Metal cabinets 
and shelves have replaced wood be- 
cause they are fireproof, sturdier, 
easier to clean, and less expensive 
to install. 


Mechanical Features 
Time and Labor Saving 

Equipment 

The pneumatic tube system is one 
of the greatest step savers in the 
institution. The cartridges are large 
enough for records and small bottles 
and there are connections to and 
from the office, record room, receiving 
department, pharmacy, laboratories, 
surgical and obstetrical departments, 
and all principal nurses’ stations. 
There is no way of estimating the 
number of elevator trips and the 
hours of waiting and walking saved 
by a pneumatic tube installation. The 
original cost is high, but the result- 
ing efficiency in the communication 
system overshadows this feature. 

The machine age has finally 
reached the hospital. All the equip- 
ment is based on saving labor, 
whether it is stainless steel, glazed 
blocked walls, or automatic equip- 
ment. Glazed block wainscot in cor- 
ridors costs much less than tile and 
is just as durable and easier to clean. 
Glazed block will put an end to the 
damaged plaster which is the tell- 
tale of old age. 


Sanitary Facilities 

Mop cleaners are commonly used 
but should be placed in a closet be- 
cause of the noise. A mop drier on 
each floor will be much appreciated. 
Knee or the new foot-operated lava- 
tories. in nurseries, laboratories, and 
nurses’ stations are a great help to 
busy nurses. 

Other Mechanical Features 


There is another group of materials 
that must be included because they 
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provide additional health and com- 
fort, but do not effect a saving: they 
include acoustical treatment in rooms 
and corridors, large glass areas to 
reduce contrast and create eye com- 
fort, oxygen piping to every bed, 
sterilizers, filters, and central radio 
panels at each bed. Germicidal lamps 
are being used more and more but 
they must be installed in such a way 
that they can be cleaned each week 
with alcohol. If germicidal lamps are 
not cleaned regularly they will be- 
come ineffective after a few weeks 
and then become an expense and 
not an asset. 


Mechanical Equipment in Food 
Serving 

The hospital kitchen is a problem 
distinct from the rest of the institu- 
tion. The automatic leveling devices 
for supplying cups and plates, the belt 
system through the kitchen, and the 
automatic tray lift will or will not 
be worthwhile depending on the type 
of help and degree of personal food 
service required for each patient. 
Speed is also a factor entering into 
the selection of the equipment. 

Central refrigeration plants are 
being replaced with small units in 
each department so that a breakdown 
in the equipment does not become 
serious. At the same time there is a 
definite need for deep freeze equip- 
ment as part of a food supply system; 
however, instead of building a large 
room, it is more satisfactory to install 
10 or 20 door-type units of about 32 
cubic feet capacity. This method is 
more economical because only the 
units in use are kept in operation. 
There is no freezing in unused space 
as in large single units. With the 
smaller unit system there is no need 
of constructing expensive insulated 
walls. Machines for supplying sterile 
shaved ice at a minute’s notice are 
a definite asset. 


Advances in Office Equipment 

The offices of the newer buildings 
are now being equipped with business 
and filing machines as well as micro- 
film equipment. The original cost in 
all cases is high, but in time the 
equipment pays for itself and then 
the equipment becomes a money 
maker. 


Other Structural and Equipment 
Features 


Window Areas 
The use of Theomopane windows 
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with weatherstripping and using Roll- 
screens on the inside will eliminate 
storms and screens and the extra cost 
of frames, painting, replacing, and 
additional surfaces to wash will be 
made up in six years. The Rollscreen 
admits 30 per cent more light in the 
room when not in use and the storage 
space for the storms is eliminated. 
Double windows save a great deal on 
the fuel bill. 


Movable Partitions 

Movable partitions are a blessing 
in many places where changes might 
occur as in the offices, pediatric de- 
partment, treatment rooms, nursery, 
etc. They are made in sections and 
can be fastened into place quickly. 
They can be solid or have glass panel 
and be full height or open at the top. 
With their use any change in room 
sizes can be made with less noise and 
labor and certainly with less dust and 
disturbance. 


Hospital Rooms 

A modern hospital room could be 
improved by some of the innovations 
in modern homes. The dressers are 
eliminated and instead a tier of small 
shelves is recessed into the wall ad- 
joining the wardrobe. There is no 
dresser top to dust or clutter and no 
dead floor space under a dresser for 
collecting dust. A dresser in a bed- 
room is like a hazard on a golf course, 
it is always in the way. A dresser’s 
principal use as a plant support could 
be supplied by a small plant stand. 

There is a new metal wall base that 
forms a large core at the floor and 
prevents carts and other objects from 
coming too close to the walls and 





thus prevents damage. Beds and 
chairs would have to be designed to 
extend over this base so that there 
would be no loss of space at the walls. 


Enhancing Design 

Instead of having a money saving 
value some materials enhance the 
design of a new hospital and have a 
definite value in public relations. 
Properly used, these materials sell the 
hospital as being up to date. This 
group includes streamlined furniture, 
indirect lighting, glass blocks, corri- 
gated glass partitions, aluminum trim, 
and landscaping. Structural glass and 
other hard surfaced facing material 
will give the exterior a permanently 
clean look. Modern design is not 
based on expensive sculpture, decora- 
tion, or conveniences that take a great 
deal of additional labor. Modern de- 
sign reduces labor costs by empha- 
sizing mass, line, and color as the 
chief characteristics of a building. 


Architect's Responsibility 

Newer materials should always be 
used where they effect a saving over 
a long period. It is too easy for a 
hospital architect to ignore them and 
copy from the past in order to expe- 
dite his work. This has been done 
far too often and usually architects 
of this type will say that the new 
materials have not been proved. The 
hospital architect must remember that 
medical science progresses rapidly 
and structural materials are being 
developed constantly and rapidly. An 
anticipation of these trends is neces- 
sary to keep the hospital building an 
attractive, efficient, and convenient 
center of health and medical care 
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A Problem in Integration 





The New Addition to St. Anthony's Hospital, Milwaukee 


ORIGINALLY founded to pro- 
vide hospital care to the colored popu- 
lation, St. Anthony’s Hospital was 
established in 1931, having been dedi- 
cated on May 10 of that year. 
Through the interest and support of 
the Capuchin Fathers in charge of the 
Negro mission of St. Benedict the 
Moor, this project was undertaken. 
The Franciscan Sisters of the Im- 
maculate Conception, whose mother- 
house is in Little Falls, Minnesota, 
accepted the invitation of Father 
Philip to assume charge of the 
Mission Hospital which then became 
an integral part of the Mission. Thus, 
St. Anthony’s Hospital enjoys the dis- 
tinction of being the first Catholic 
hospital in the United States to be 
organized especially for the colored. 





*St. Anthony’s Hospital, Milwaukee, Wis. 
**E. Brielmaier & Son, Milwaukee, Wis. 


Others have been developed since and 
at the present time at least one more 
is in the process of completion. 

With its original complement of 40 
beds, according to the records St. 
Anthony’s hospital cared for as 
many as 1697 patients in 1936, 
whereas in 1946, the last full year for 
which statistics are available prior to 
the completion of the new addition, 
more than 3700 (3731) persons re- 
ceived care at this hospital. To be 
sure, temporary facilities were in- 
stalled from time to time to carry 
this load and to satisfy the demand. 
The contribution of this hospital to 
the community of Milwaukee was 
indeed a substantial one in the light 
of its limited facilities. 

For this reason, and to assist in 
every way possible in caring for the 
sick of their community, the Capu- 





St. Anthony’s Hospital, Milwaukee, Wis. 


Sister M. Philomena * 
Leo A. Brielmaier, A.1.A** 


chin Fathers and the Sisters devel- 
oped plans and made preparations 
for the enlargement of their hospital. 
Thus, on May 10, 1947, sixteen years 
after the opening, the new addition 
was dedicated. 

While achieving this accomplish- 
ment, the Sisters suffered many dis- 
appointments and delays in securing 
materials, equipment, and ever so 
many other necessities in the con- 
struction of these new facilities. There 
is no doubt that, on May 10, 1947, 
there was much rejoicing in reaching 
that milestone in the life of St. 
Anthony’s. 

The new hospital is in the form of 
a “T” shaped building with the long 
arm 168 by 42 feet overall, extending 
along the front as an extension of 
the old hospital building. In addition, 


a short arm of 36 by 34 feet connects 
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E. Brielmaier & Sons, Architect 
St. Anthony’s Hospital, Milwaukee. Typical Floor Plans. 






FEBRUARY, 1948 












with the Mission Chapel Building 
adjoining. The new hospital is of 
fireproof construction, having a base- 
ment and five stories, with a flat deck 
for promenade purposes. 

The basement provides storage 
facilities. To the first floor have been 
assigned the food service including 
the kitchen, dining rooms, etc.; the 
second, third, and fourth floors are 
devoted to patients’ rooms, serving 
and utility facilities, and linen rooms. 
While the fifth floor affords some 
space for patients, most of this area 
is occupied by a complete new surgi- 
cal unit, an X-ray and Deep Therapy 
Service, a Laboratory Department, 
and provision is made, too, for Me- 
tabolism, Cardiography, and Cystos- 
copy Services, and in addition, doc- 

















tors’ rooms, utility, serving, and linen 
rooms. On the fourth floor are located 
two new nurseries and the accom- 
panying requirements. The floor plans 
here presented will enable the reader 
to observe the arrangement of these 
various facilities. 

The capacity of the new addition 
is 93 beds, with rooms 10 by 16 feet, 
of ample size to permit a two-bed 
accommodation if necessary. The 
capacity of the old hospital is 40 
beds. Each floor of the new addition 
has a sun parlor facing the south. 
The connection with Mission Chapel 
also contains a smaller Chapel for the 
use of the Sisters and the patients. 

The new addition has been out- 
fitted with all of the most modern 
equipment and appointments, some 








of the patients’ rooms having private 
toilets, while baths in many of the 
rooms have been installed and run- 
ning water is available in all of them. 
For the further comfort of the pa- 
tients, loud speaker radio outlets for 
both outside reception and services 
from the nearby Mission Chapel have 
been installed. 

In most situations of this kind, the 
problem of integrating the facilities 
and plan of the old building or build- 
ings with the proposals for the new 
structure is not easily solved. In this 
instance, the problem was not as 
serious because of the fact that it was 
deemed necessary to provide more 
adequately in the new structure for 
practically all of the basic profes- 
sional services. 


St. John’s Memorial Hospital 





Huron, South Dakota 


SUNDAY, September 28, 1947, marked an important 
development in the comunity life of Huron, South Da- 
kota. On that day St. John’s Memorial Hospital was 
opened. It was something more than the usual event of 
opening a new hospital. It is not just another hospital; 
it is the one hospital that is bringing modern up-to-date 
hospital service to the people in Central South Dakota. 
The civic celebration and the generous words of praise 
in the local paper accompanying this event indicate that 
this is considered a hospital, not just for Catholics, but 
that it is to be a medical center for the entire community 
and is looked upon as such by the community. 

Huron is a town of 11,000 people and is located in 
the midst of a strictly agricultural area. St. John’s Hospi- 
tal will not be the largest hospital in the middle west, 
but it will be large enough to satisfy the needs of the 
community in which it is located. As it is built, it has 
150 beds and 25 bassinets. Fifty-one additional patients 
can be accommodated by adding another floor to the 
building. 

Modern Features 

St. John’s Hospital is a five-story building that cost 
more than $900,000 and is equipped with the most 
modern conveniences and facilities available in this 
progressive age. A separate service building houses the 
boiler room and laundry. Technical equipment in the 
operating rooms, laboratories, and obstetrical department 
are of the most modern design and scientific development. 
Safety and convenience are themes that have dominated 
the structural planning and execution of the building, 
and are reflected in the lighting, elevator system, call 
system, air temperature regulation, and the gridded 
floors in the surgical division. 

The reflection of colors and use of sound absorbing 
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materials add to comfort and pleasant surroundings for 
the patients. 
St. John’s Hospital is owned and operated by the 





St. John’s Hospital, Huron, S. Dak. 
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St. John’s Hospital, 
Huron, South Dakota. 


— Magney, Tusler, & Setter, 


Architects & Engineers, 
Minneapolis, Minn. 
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Franciscan Sisters who have their Mother House in 
Chicago. This Congregation of Franciscan Sisters has the 
distinction of being the first religious order of women 
to be founded in Chicago. It is also one of the few 
communities of religious women founded in America and 
continuing without foreign affiliation. 

Sister Mary Aloysius Ann is the administrator of the 
new hospital and Sister Mary Innocentia is the director 
of nurses and nursing service. Twenty Franciscan Sisters, 
fifteen registered nurses, and thirty-five student nurses 
will staff the new hospital. 

Mother Mary Jerome, Superior General of the Francis- 
can Sisters, took an active and direct part in managing 
and supervising the construction of St. John’s Memorial 
Hospital. 

The Sisters of St. Francis are taking over the Nursing 
School of the Sprague Hospital and continuing the work 
of this institution. 

His Excellency, the Most Reverend William O. Brady 
of Sioux Falls, dedicated the building and gave the 
address at the dedication exercises. 


Floor Arrangements 
The floor arrangements have been planned to group 








activities and related services as much as possible. The 
ground floor of St. John’s Hospital has been planned to 
include kitchen, dining rooms, dietitian’s office, emergency 
room, locker rooms, lounge and rest rooms for special 
nurses and employees, and the mortuary. One of the 
practical features of this floor is the fine large storage 
room. 

On the first floor the business office, administration 
office, office of Superintendent of Nurses, record room, 
doctors’ room, and library are nicely grouped all con- 
veniently close to the lobby and entrance. The pediatrics 
division is located at the end of one wing of this floor. 
Physiotherapy, an isolation division, chaplain’s quarters, 
and the chapel are also located on this floor. 

The operating rooms and special services are all located 
on the second floor of the hospital. The central supply 
and seven rooms for patients are on this floor also. 

The third floor is given over completely to the obstetri- 
cal division and nursery. There are also fourteen rooms 
for patients on this floor. 

The fourth and fifth floors of the hospital are devoted 
exclusively to nursing service and care. There are twenty- 
three rooms on each floor, some with multiple bed 
accommodations. 








Measuring the Need for 


GENERAL HOSPITAL BEDS 


The Integration of Base, Intermediate, and Rural Hospital Areas 


I. The Need for Integrating Hospital Services 


IT IS a well established fact that 
the small rural hospital does not and 
cannot provide all the extensive and 
specialized services which we expect 
to find in the large metropolitan hos- 
pitals, especially in those affiliated 
with a school of medicine. As a result, 
it happens frequently that patients 
who require the skill of a specialist 
or a particular kind of diagnostic or 
therapeutic service, are referred to 
another institution instead of being 
hospitalized in the local community 
hospital. 

Any reasonably complete hospital 
planning on a statewide or national 
basis must recognize the fact that a 
certain amount of the needs of a 
smaller hospital community has been 
and always will be met by the large 
hospitals of its region. This means 
that the total number of required 
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hospital beds of a rural community, 
which needs only a small hospital, 
should be divided into (a) the part 
for patients of the community who 
will be treated in the local hospital 
and (6) the part for the remaining 
patients, who, due to the character 
of their disease or the patients’ pref- 
erence, will be treated in a distant 
large hospital. Notwithstanding the 
differences in the variations among 
the hospital communities of a state 
or a region, it has been considered 
desirable for broad hospital planning 
to use a systematic formula for allo- 
cating a certain portion of the total 
of required hospital beds (a) to the 
respective local hospital community 
and (5) to the nearest large hospital 
of the region. 

Two formulas have been advanced 
during recent years for the purpose 
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of hospital planning, both based on 
the assumption that small hospitals 
tend to specialize in obstetrics and 
minor illnesses, while large hospitals 
tend to care for more serious illnesses ; 
and both formulas were advanced for 
the purpose of creating an integrated 
system (1) of large base hospitals, 
or state centers, in large metropolitan 
areas, preferably in connection with 
a center for medical teaching and 
researching, (2) of intermediate hos- 
pitals, or regional centers, at other 
urban centers with larger populations, 
(3) of community hospitals in small 
cities and rural areas, and (4) public 
health centers for emergency treat- 
ment and normal deliveries. In iso- 
lated districts, other forms of limited 
hospital services for minor surgery, 
etc., would be considered as part of 
the service program of such public 
health centers. 
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ll. The Formula of the Commission on Hospital Care 


One of the formulas is presented by 
the Commission on Hospital Care and 
was first published in 1946 in the 
Report of the Michigan Hospital 
Survey! with the purpose of develop- 
ing work materials and survey pro- 
cedures which could be used as a 
“Pilot Study” guide in other states. 
The formula states “. . . for those 
communities needing less than 75 
occupied beds, 50 per cent of the 
beds are allocated to regional and 
state centers. For communities need- 
ing from 75 to 149 occupied beds, 
40 per cent of the beds allocated to 
regional and state centers; for com- 
munities needing from 150 to 224 
occupied beds, 30 per cent are allo- 


ill. The Formula of the U. 


The other formula for the purpose 
of effecting a desirable distribution of 
the total number of required hospital 
beds between the rural community 
hospital and the larger urban and 
metropolitan hospitals was developed 
by the U. S. Public Health Service 
’ and first published in 1943° as a sug- 
gested outline for the creation of 
broad hospital service areas and of 
required bed capacities for general 
hospitals and health centers. The 
principles of this outline, especially 
for the allocation of hospital beds to 
rural and urban hospital areas, were 
later (in 1946) adopted, in slightly 
amended form, for the amendments 
of section 622 of the Public Health 
Service Act, in accordance with the 
Hospital Survey and Construction Act 
(Public Law 725, 79th Congress), 
regulating under part 10, the require- 
ments for grants for survey, planning 
and construction of hospitals. In this 
proposal, the hospital service areas 
are divided into three types: 

a) The base area, “having the fol- 
lowing characteristics: (1) irrespec- 
tive of the population of the area, it 
shall contain a teaching hospital of 
a medical school whose undergraduate 
medical program is approved by the 
American Medical Association Coun- 
cil on Medical Education and Hospi- 


1Hospital Resources and Needs, Report of the 
Michigan Hospital Survey, The W. K. Kellogg 
Foundation, Battle Creek, Mich., 1946, p. 139. 

2Hospital Care in the United States. By the 
Commission on Hospital Care. New York, The 
Commonwealth Fund, 1947, p. 376. 

3Federal Security Agency, U. S. Public Health 
Service. Health Service Areas, Requirements for 
General Hospitals and Health Centers. By Joseph 
W. Mountin, Elliot H. Pennel and Vane M. Hoge, 
292, 


Public Health Bulletin No. Government 


Printing Office, 1945. 
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cated to regional and state centers; 
and for communities needing 225 or 
more occupied beds, only 20 per cent 
are allocated. Five per cent of all 
occupied hospital beds needed in com- 
munities and regions other than De- 
troit and Ann Arbor are allocated to 
Ann Arbor for the teaching hospital. 
This five per cent comes out of the 
50, 40, 30 and 20 per cent of all 
allocated beds mentioned above.” It 
should be noted that this formula has 
been accepted by the Commission on 
Hospital Care as one of its final 
recommendations for the extension 
and integration of hospital service of 
the United States.* 


S. Public Health Service 


tals. This hospital shall be suitable 
for use as a base hospital in a co- 
ordinated hospital system within the 
state; or (2) the area shall contain 
a total population of at least 100,000 
and at least one general hospital 
which has a complement of 200 or 
more beds for general use.” 

b) The Jntérmediate area “which: 
(1) has a total population of at least 
25,000 and (2) contains, or will con- 
tain on completion of the hospital 
construction program under the State 
Plan, at least one general hospital 
which has a complement of 100 or 
more beds.” 

c) The rural area “so designated 
by the State Agency which constitutes 
a unit, no part of which has been in- 
cluded in a base or intermediate area.” 

While the first proposal in 1945 
(Public Health Bulletin No. 292) 
was based on an estimated need of 
4.5 beds per 1000 population, uni- 
formly throughout the country, the 
present regulations in the Public 
Health Law (§ 10.12) assign 4.5 beds 
per thousand population to states 
having 12 or more persons per square 
mile, 5 beds per thousand population 
to states having less than 12 and 
more than 6 persons per square mile, 
and 5.5 beds per thousand population 
to states having 6 persons or less 
per square mile. 

These rates refer to the states as a 
whole. Within the different states, 
there are definite standards of ade- 
quacy for construction programs ac- 
cording to the density of population 
in the states, which are indicated in 
§ 10.13 as follows: “The construction 


program under the State plan shall 
provide for general hospital beds, 
existing and proposed, in each area 
within the state in accordance with 
the following standards: 

a) In States having 12 or more 
persons per square mile, 2.5 beds per 
thousand population in rural areas, 
4.0 beds per thousand in intermediate 
areas, and 4.5 beds per thousand in 
base areas; 

56) In States having less than 12 
but more than 6 persons per square 
mile, 3 beds per thousand population 
in rural areas, 4.5 beds per thousand 
in intermediate areas, and 5 beds per 
thousand in base areas; and 

c) In States having 6 or less per- 
sons per square mile, 3.5 beds per 
thousand population in rural areas, 
5.0 beds per thousand in intermediate 
areas, and 5.5 beds per thousand in 
base areas.” 

It has been stated “that better 
medical service can be provided by 
concentrating highly specialized facil- 
ities and professional skills in the 
limited number of places which might 
reasonably be considered as medical 
centers.” This is to be achieved by 
the following formula for bed allot- 
ments, explained in the preliminary 
suggestions for Health Service Areas* 
for the overall requirement of 4.5 
beds per thousand population. The 
facilities of base hospital areas are 
required not alone to serve patient. 
of all types among their own popula- 
tion but also to diagnose and some- 
times to treat patients with unusual 
conditions referred from surrounding 
areas. 

For this purpose, according to the 
formula used herein, base hospital 
areas would have, in addition to their 
basic 4.5 beds, 0.5 of a bed for each 
1000 persons residing in other dis- 
tricts of the same broad region. In 
each intermediate hospital area, the 
estimated number of beds needed is 
again based upon a standard of 4.5 
beds per 1000 population, but of this 
total it is assumed that 0.5 per 1000 
will be located in the primary center. 

Thus, 40 beds are assured for the 
care of resident population not re- 
quiring the unusual skills represented 
in the base hospital center. On the 
other hand, intermediate as well as 
base hospital centers will attract 
patients from outlying areas. For this 
reason, 1.5 beds per 1000 based upon 
the population of rural areas has been 


‘Ibid., p. 6. 
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allotted to, and divided equally 
among, the centers of adjacent higher 
ranking areas. Rural areas are thus 
left with 2.5 beds per 1000 popula- 
tion for services within the skills 
generally provided by the medical 
profession. As already indicated, 2.0 
beds for each 1000 residents of these 
rural areas have been allotted to the 
base and intermediate centers which 
serve the remote areas in question. 
It is recognized that § 10.13 of the 
Public Health Law permits the State 
agency to alter the standards when 
necessary to allot to particular hos- 
pital areas a higher number of hos- 
pital beds. However, the influence of 
the above formula, though only sug- 
gestions, will be strong and will, no 
doubt, exert its official weight in state 
agencies engaged in hospital planning. 
The ratio of bed allotments to 
rural, intermediate, and base hospital 
areas suggested by the U. S. Public 
Health Service is not more favorable 
to rural districts than the formula of 
the Commission on Hospital Care. 
For states, as, for instance, the state 
of Illinois, only 2.5 beds per 1000 
population out of a total of 4.5 needed 
beds are proposed to be located in the 





TABLE |. Catholic and Non-Catholic General Hospitals Serving the Southern Illinois Study 
Area by Average Daily Census of Patients During 1946. 











Average daily 





City County Name of hospital Type of census of 
ownership patients 
A. Catholic Hospitals 
East St. Louis St. Clair St. Mary’s Catholic 215 
Belleville St. Clair St. Elizabeth's Catholic 122 
Granite City Madison St. Elizabeth's Catholic 101 
Highland Madison St. Joseph’s Catholic 59 
Breese Clinton St. Joseph’s Catholic 32 
Centralia Marion St. Mary’s Catholic 71 
Effingham Effingham St. Anthony's Catholic 89 
Mt. Vernon Jefferson Good Samaritan Catholic 30 
Red Bud Randolph St. Clement’s Catholic 17 
Murphysboro Jackson St. Andrew’s Catholic 23 
Total 10 Catholic hospitals 759 
B. Non-Catholic Hospitals 

East St. Louis St. Clair Christian Welfare Non-Profit Li 
Du Quoin Perry Marshall Browning Non-Profit 39 
Salem Marion Salem Memorial Non-Profit 25 
Carbondale Jackson Holden Church 40 
Vandalia Fayette Mark Greer Proprietary 24 
Sparta Randolph Sutherland Proprietary 12 
Total 6 non-Catholic hospitals 250 
1009 


Grand total — all hospitals 


rural hospital communities; this 
amounts to not more than 56 per cent 
of the total needs. 


IV. Implications of the Formulas for Bed Allotments 


We must be conscious of the vari- 
ous implications of these plans sug- 
gested for the allocation of general 
hospital beds. They are intended to 
represent the true conditions of 
hospiltalization in the United States. 
The preciseness of their formulation 
gives the impression that they have 
been based on particular studies, and 
especially so far as the formula of 
the Commission on Hospital Care is 
concerned, also on statistical findings 
of the extensive questionnaires of the 
Hospital Schedules of Information 
with which the American hospitals so 
generously co-operated. The most 
important of these implications are, 
first: that every second case of disease 
and delivery is of such severe nature, 
that it cannot be treated with suffi- 
cient success in a small rural hospital 
of less than 100 bed capacity but 
must be transferred to the larger re- 
gional center. Secondly: a similar 


reflection on the medical profession 
could be read from the schedule for 
the allocation of hospital beds, con- 
cerning the skill of general practi- 
tioners and specialists in smaller 
population centers of rural districts. 
It is difficult to believe that the com- 
bined skill of the twenty odd physi- 
cians and surgeons who constitute the 
staffs of hospitals having capacities 
as high as 100 beds should not be 
sufficient to treat more than one half 
of all cases of disease, accidents, and 
deliveries. 

Any study of the distribution of 
patients by diagnosis, in any large 
metropolitan hospital, reveals that the 
large majority of all cases are classi- 
fied as obstetrics and minor illnesses. 
There is reason to believe that the 
extent of *the transfer of patients 
from rural hospitals in the communi- 
ties to the large hospital centers is 
seriously exaggerated. 


V. The Plan for and Objectives of the Study of Hospital Services 
in Southern Illinois 


Because the ratio of patients, sup- 
posedly in need of hospitalization 
outside of their own rural community 
hospital, seems to be so exceedingly 
high and because these ratios, being 
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advanced to the various state agencies 
for hospital planning by such high 
national authorities, are too readily 
taken on their face value without 
further questioning, it was considered 


necessary, through a special statistical 
survey, to test the actual conditions 
regarding the extent of hospital serv- 
ice in rural areas. 

For this purpose, an area compris- 
ing the major part of southern Illinois 
(see Fig. 1) was selected for this 
study. In this area, there is a suffi- 
cient number of hospitals of the same 
type of ownership and administration, 
Catholic general hospitals, which in 
reality allocates these hospitals, be- 
cause of their size and location, to a 
metropolitan, intermediate, urban or 
rural community as most important 
units. (See Table 1.) 

The first objective of the project 
undertaken by the Catholic Hospital 
Association was the study and appli- 
cation of the formula, advanced by 
the Commission on Hospital Care for 
allocating beds of rural hospital com- 
munities to the adjacent intermediate 
and base hospitals. In addition to this 
problem were the questions pertain- 
ing to the relation of the bed occu- 
pancy rate to the size of hospitals. 

There is another important point 
in hospital planning about which ar- 
guments have been advanced, based, 
it would seem, on insufficient facts 
and inconclusive data. This point 
concerns the optimal distance be- 
tween hospitals. There are two 
schools of thought governing hospital 
planning: one of these favors nu- 
merous hospitals of smaller size, each 
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not far away from the other, in order 
to afford the most convenient access 
to the patients requiring hospital 
service; the other school of thought 
emphasizes the fact that, because of 
the automobile as means of readily 
available transportation, distance is 
not a significant factor and that, as 
a result, it would be better to have 
fewer but larger hospitals, though the 
distance from the patients’ residence 
to the hospital increases. Substantial 
weight is laid to economy in opera- 
tion (higher occupancy ratio) and 
better facilities. Because each of 
these two principles of hospital plan- 
ning has its own weight, the question 
arises, how far can a hospital be lo- 
cated from the patient’s residence 
and still afford him convenient and 
adequate service? .This problem is 
similar to many other problems of 
hospital planning in that sufficient 
statistical facts are not available. 

The following seven hospitals par- 


ticipated in the study: 
Complement 
bed capacity 
St. Mary’s in East St. Louis 


(St. Clair County ) 265 beds 
St. Anthony’s in Effingham 

(Effingham County) 120 beds 
St. Mary’s in Centralia 

(Marion County) 85 beds 
St. Joseph’s in Breese 

(Clinton County) 50 beds 
St. Andrew’s in Murphysboro 

(Jackson County) 36 beds 
Good Samaritan in Mt. Vernon 

(Jefferson County ) 35 beds 
St. Clement’s in Red Bud 

(Randolph County) 21 beds 


The following data were tran- 
scribed for each patient, except new- 
born, who was admitted during the 
observation period (April 1, 1945, to 
March 31, 1947): 

(1) Date of admission to the hospital. 

(2) Date of discharge. 

(3) Duration of stay. 

(4) Residence of the patients. 

(5) Diagnosis. 

(6) Type of service to which admitted. 

(7) Religion of the patient. 

The total number of patients ad- 
mitted was 31,366 ranging from 
10,221, admitted to St. Mary’s Hos- 
pital in East St. Louis, to 1503, ad- 
mitted to St. Clement’s Hospital in 





Red Bud. 
Total number 

of patients 

Hospital admitted 
St. Mary’s in East St. Louis 10,221 
St. Anthony’s in Effingham 5,831 
St. Mary’s in Centralia 5,742 
Good Samaritan in Mt. Vernon 3,129 
St. Andrew’s in Murphysboro 2,849 
St. Joseph’s in Breese 2,081 
St. Clement’s in Red Bud 1,503 
Total 31,366 


The period upon which this study 
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DISTRIBUTION OF GENERAL HOSPITALS 


by Type of Ownership 
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Figure 1 


was based is the two-year term from 
April 1, 1945, to March 31, 1947, 
that is, the most recent time coincid- 
ing with the termination of the war 
and which should still represent the 
current situation. 

This report on measuring the needs 
for general hospital beds is limited to 
the geographical distribution of pa- 
tients and the determination of the 
service areas of each hospital. 

The residence of patients admitted 
to each of the seven hospitals, in- 


Vi. 


The black and white circles on the 
charts of the individual hospital dis- 
tricts, Figures 2-8, represent the 
number of patients admitted from the 
respective city or town and are scaled 
to reflect the number of patients 
from each community. The black cir- 
cles represent the patients admitted 
to the hospital’s own district and the 
white circles, the patients admitted 
to any of the remaining Catholic hos- 





cluded in this study, was allocated 
to the various cities and towns of 
Illinois, Missouri, Indiana, and other 
states. Since the same cities and 
towns within the broad service area 
of the seven hospitals, and many lo- 
calities outside this area, were men- 
tioned more or less numerously by 
the individual hospital, a re-allocation 
of the patients’ residences was pos- 
sible to determine the number of 
residents of each city or town ad- 
mitted to the variaus hospitals. 


Method of Geogtaphical Representation of Patients’ Residence 


pitals participating in this study. The 
color of each circle varies, therefore, 
from Figure to Figure. For instance, 
the black circle of the city of Water- 
loo, Monroe County, in Figure 2, 
referring to the Red Bud hospital 
district, represents 159 patients from 
Waterloo who were admitted to St. 
Clement’s in Red Bud, and the white 
circle represents the 195 patients ad- 
mitted to any of the other hospitals; 
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192 to St. Mary’s in East St. Louis, 
one single patient to Good Samaritan 
in Mt. Vernon, and two patients to 
St. Anthony’s in Effingham. The color 
of the two circles for Waterloo are 
reversed in Figure 3, referring to the 
hospital district of St. Mary’s in East 
St. Louis: the black circle represent- 
ing the 192 patients to St. Mary’s, 
and the white circle representing the 
163 patients admitted to all other 
hospitals: 159 to St. Clement’s in 
Red Bud, one to Good Samaritan in 
Mt. Vernon, and three to St. An- 
thony’s in Effingham. 

A study of the relative number of 
patients in each city or town ad- 





mitted to the different hospitals 
makes it possible to designate the va- 
rious cities and towns as, (a) being 
served predominantly by a particular 
hospital, (5) not served to a sufficient 
degree by any of the Catholic hos- 
pitals, or (c) belonging equally to 
the service area of more than one 
hospital. Cities or towns like the 
above mentioned city of Waterloo 
would be regarded as border cities. 
The seven detailed Figures 2-8, each 
representing a particular hospital dis- 
trict, were combined in Figure 9 
showing the full service area of all 
seven hospitals. 


Vil. The Seven Hospital Districts in Southern Illinois 


a) Hospital Area of St. Clem- 
ent’s in Red Bud, located in 
Randolph County 


It is rather an exception when a 
hospital district coincides with county 
boundary lines. The hospital district 
of Red Bud, which extends largely 
into the neighboring Monroe County, 
includes the city of Waterloo. Almost 
as many residents from Waterloo 
were admitted to Red Bud (159) as 
to East St. Louis (192) and Belle- 
ville. On the other hand, St. Eliza- 
beth’s Hospital in Belleville received 
for the calendar year 196 alone 175 
patients from the entire Monroe 
County without indicating the exact 
act residences of the patients. (See 
Figure 2). Of a total of 1287 resi- 
dent patients of the Ruma hospital 
district, excluding th border cities 
of Waterloo and Marissa, 1088 
or 84.5 per cent were admitted to 
St. Clement’s Hospital in Red Bud 
and only 199 patients, or 15.5 per 
cent, to any of the other six Catholic 
hospitals. It is very improbable that 
the three neighboring hospitals, 
Christian Welfare in East St. Louis, 
St. Elizabeth’s in Belleville, and 
Sutherland in Sparta, would change 
this relation at the most by more 
than perhaps 200 patients; this 
would still leave every three out of 
four resident patients to be treated 
in the local community hospital, 
which had at the time of this study 
an average of only 17 occupied beds. 
It is well to compare the above rate 
of 15.5 per cent, representing patients 
hospitalizéd outside their own small 
institution, with the assumptions of 
the Commission on Hospital Care 
and the U. S. Public Health Service 
according to which at least 50 per 
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cent of patients should need to be 
transferred to the base hospital. The 
instance of the situation in the city 
of Waterloo, located almost at the 
half-way mark between Red Bud and 
East St. Louis, is especially enlight- 
ening. One would have expected that 
scarcely any of the residents of that 
city would seek admission to the very 
small Red Bud Hospital if, from the 
viewpoint of distance, they could 
reach the base hospital in East St. 
Louis as easily as Red Bud. In real- 
ity, the two hospitals, in East St. 


ST. CLEMENT'S 








Figure 


RED BUD 





Louis (capacity 265 beds) and Red 
Bud (capacity 21 beds) share almost 
equally in the hospital care for pa- 
tients of Waterloo. 


b) The Significance in the In- 
cidence Factor of Patients’ 
Transfer to Other Hospitals 


It is not only a fact that the 
neighboring intermediate and base 
hospitals serve the population of 
rural hospital communities to a cer- 
tain extent but also that the small 
rural hospital receives patients from 
far outlying regions. In the case of 
St. Clement’s Hospital of Red Bud, 
we find that of the total of 1503 
patients, 1255 or 83 per cent were 
residents of the Red Bud hospital 
district proper. The 167 patients re- 
siding in the two border cities of 
Waterloo and Marissa, are for the 
purpose of this study, included in 
the hospital district proper because 
the border cities belong equally to 
both neighboring hospital districts. 
As a result, as many as 248 patients 
or 17 per cent of the total, were ad- 
mitted from other hospital districts. 

The admission to a certain hospital 
is often incidental, as in all cases of 
emergencies due to road accidents, or 
the occurrence of acute diseases dur- 
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ST. MARY'S HOSPITAL 
EAST ST. LOUIS 


of East St. Louis is rendering to the 
Red Bud rural hospital district with 
reference to extraordinary cases of 
illness for which the small hospital 
is not prepared to give service or for 
other reasons. The balance of trans- 






























amount of service the base hospital 
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waei. fer, representing only 0.8 per cent of 
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minor part of all hospital cases occur- 
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; linsville, extending to the cities of 
Figure 3 Maryville and Troy as border cities 
ing vacation and other visits. These ST.MARY’S HOSPITAL IN CENTRALIA ~ 
incidental hospitalizations in institu- ; cavever “Se 8 . 
tions outside of the home community ““ = = a on 
act both ways, that is, from rural 7 
communities to base and interme- 
mediate hospitals and from base and - i 
intermediate hospital districts to MADISON = 
rural hospitals. The relation between gs —_ a 
the rural hospital in Red Bud and CLINTON 
the metropolitan hospital in East St. ~~ “y — 
Louis should therefore be demon- we i 
strated by eliminating the purely in- ST CLAIRG | 
cidental hospital admissions, for i 
which, unfortunately, no absolute reat fiat gr ce 
data are available. There were 48 H 
patients referred to East St. Louis fray 
from the Red Bud hospital district lente bs 
(excluding the border cities) while, i 
on the other hand, 38 residents of oe 7 
East St. Louis hospital district were — | f ate i oilien 
hospitalized in Red Bud. The dif- nd a, - mf “ e a 
ference of 10 between the two figures e | un i = ae a “ ti 
is then the balance of patients’ trans- RANDOLPH {| prRAy too md HAMILTON 
fer and the only figure which gives a — — ¢ Paget Sar FRANKLIN am we 
true indication concerning the et ' 
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to the hospital districts of Granite 
City and Highland (see Fig. 3). The 
total number of patients admitted to 
St. Mary’s during the two-year ob- 
servation period is 10,221 of which 
8469 or 83 per cent were residents 
of St. Mary’s own hospital district 
(excluding the border cities), 253 
patients, or 2.5 per cent reside in 
the border cities of Waterloo, Monroe 
County, and Maryville and Troy in 
Madison County, and the remaining 
1499 patients, or 14.5 per cent, came 
from all other hospital districts. From 
8549 residents of the East St. Louis 
hospital district proper (excluding 
the border cities) about which the 
place of admittance to a hospital was 
recorded, 8469 patients, or 99.1 per 
cent, were treated in St. Mary’s Hes- 
pital and only 80 patients, or 0.9 
per cent, were admitted to any of the 
other six Catholic hospitals in South- 
ern Illinois. The balance of patients’ 
transfer with each other hospital was 
in favor of St. Mary’s in East St. 
Louis, with the probable exception 
of the hospitals in St. Louis, Mo., 
from which no data were available. 
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d) Hospital Area of St. Joseph's 

in Breese in Clinton County 

One of the most interesting hos- 
pital districts is that of St. Joseph’s 
in Breese, Clinton County, as its 
borders coincide almost exactly with 
the county lines (see Fig. 4). It 
might have been expected that the 
larger hospital in Centralia would 
dominate the entire eastern half of 
Clinton County. The border. line be- 
tween the two hospitals coincides 
with the two most eastern towns of 
Clinton County much closer to Cen- 
tralia than to Breese. The total num- 
ber of patients residing in the Breese 
hospital district (excluding those of 
the border towns) is 1929 of which 
only 61 or 3.1 per cent were admitted 
to the Centralia Hospital, 68 pa- 
tients or 3.5 per cent to East St. 
Louis, and the remaining 1800 pa- 
tients or 93.4 per cent preferred their 
own small community _ hospital. 
Against the 61 resident patients from 
Breese hospital district who were ad- 
mitted to St. Mary’s in Centralia, 
and the 68 residents admitted to St. 
Mary’s in East St. Louis, stand 43 
patients of the Centralia hospital dis- 
trict and 39 from East St. Louis 
hospital district who were admitted 
to St. Joseph’s in Breese; the trans- 
fer with St. Elizabeth's Hospital in 
Belleville is about even. This study 
shows that more than 95 per cent of 
all residents of Breese hospital dis- 
trict were served by their own rural 
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Figure 7 


community hospital — St. Joseph’s in 
Breese. 


e) Hospital Area of St. Mary’s 


in Centralia, in Marion 
County 
The hospital district of St. Mary’s 
in Centralia covers mainly the two 
counties of Marion and Washington 
with the northwestern part of Jeffer- 
son County and a small eastern zone 
of Clinton County (see Fig. 5). The 
service to patients of Marion County 
is shared with the small non-profit 
Salem Memorial Hospital (average 
daily census 25 patients) for which 
its own hospital area could not be 
exactly determined. From Salem it- 
self, a city of 7000 population (cen- 
sus 1940), during the two-year pe- 
riod came 247 patients to St. Mary’s 
in Centralia. Washington County, 
having no community hospital of its 
own, is served almost entirely by the 
Centralia Hospital. The border line 
between the Centralia and Mt. Ver- 
non hospital districts runs through 
the towns of Dix, Woodlawn, and 
Sheller, from which a total number 
of 105 patients were admitted to 
Centralia and 66 to Mt. Vernon. 
The total resident patients of the 
Centralia hospital district proper is 
5351 of whom 5141, or 96.1 per cent, 
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were treated in the hospital of Cen- 
tralia and 210 patients, or 3.9 per 
cent, admitted to other hospitals. For 
the balance of patients’ transfer with 
the hospital districts of Breese and 
Mt. Vernon see the discussions of 
these two hospitals. 


f) Hospital Area of Good Sa- 
maritan in Mt. Vernon, in 
Jefferson County 
The Good Samaritan Hospital in 

Mount Vernon serves the major part 

of Jefferson and Wayne Counties and 

extends into the northern part of 

Hamilton and White Counties (see 

Fig. 6). The balance of patients’ 

transfer with St. Mary’s in Centralia 

is slightly in favor of the Mt. Ver- 
non hospital district to which 91 resi- 
dents of the Centralia hospital dis- 

trict were admitted, among them 42, 

however, from Washington County 

while only 60 patients, residents of 

Mt. Vernon hospital district, exclud- 

ing the border cities, were admitted 

to St. Mary’s in Centralia. 

The total number of resident pa- 
tients of the Mt. Vernon hospital 
district was 2809 of whom 2711 or 
96.5 per cent were treated at Good 
Samaritan and 98, or 3.5 per cent, 
admitted to any of the other six 
Catholic hospitals. The total number 





of patients admitted to Good Samari- 
tan Hospital in Mt. Vernon is 3001 
which are distributed as follows: 
2799 or 93 per cent were residents 
of Mt. Vernon hospital district, in- 
cluding the border cities, and 202 
patients, or 7 per cent, resided in 
other hospital districts. 


g) Hospital Area of St. An- 
drew’s in Murphysboro, in 
Jackson County 

St. Andrew’s Hospital in Murphys- 

boro, Jackson County, treated a total 
of 2806 patients during the two-year 
period from April 1, 1945, to March 
31, 1947, more than one half of them 
(1527) from the city of Murphys- 
boro alone and the outskirts of Mur- 
physboro, represented by postal rural 
route addresses. The lines of demar- 
cation of the Murphysboro hospital 
district are given in Figure 7. Inside 
of this hospital district, excluding the 
two border towns of Cutler and Elk- 
ville, reside 2398 patients of whom 
2285 or 95.3 per cent were admitted 
to St. Andrew’s in Murphysboro, 
their own small community hospital, 
and 113 patients, or 4.7 per cent, 
were treated in other hospitals, the 
majority of them, 84 or 3.5 per cent, 
in St. Clement’s in Red Bud. 


h) Hospital Area of St. 
thony’s in Effingham, in 
Effingham County 

The geographically largest hospital 
district is that of St. Anthony’s in 
Effingham, which covers all of Effing- 
ham County, almost all of three oth- 
ers: Clay, Jasper, and Cumberland, 
and parts of Shelby, Fayette, Marion, 
Wayne, Clark, and Crawford Coun- 
ties (see Fig. 8). 

The patients of St. Anthony’s in 
Effingham during the two-year ob- 
servation period were distributed 
geographically as follows: 


An- 


County No.of patients Per cent 
From: Effingham 3276 56.1 
Jasper 597 10.2 
Clay 544 9.3 
Shelby 423 7.3 
Cumberland 296 5.1 
Fayette 170 2.9 
Clark 79 1.4 
Crawford 44 8 
Marion 46 8 
Subtotal 5475 93.9 
Allother counties 356 6.1 
Total 5831 100 


Of the 5475 patients from Effing- 
ham County and the neighboring 
eight counties, 5400 or 98.6 per cent 
lived in the Effingham hospital dis- 
trict. 


HOSPITAL PROGRESS 

















1 
S: 
ts The comparison between the pa- 
= tients from Effingham County on the 
2 one hand, and Cumberland, Jasper, 
” and Clay Counties on the other hand, 
provides interesting information on 
™ the decreasing amount of hospital 
n | service to farther outlying areas. 
There were 90 patients per 1000 
{ ; . 
" ‘ of the population per year admitted 
1 to all Catholic hospitals from Effing- 
© ham County, almost entirely to St. 
h Anthony’s Hospital in Effingham 
1 (see Table 2). This rate falls about 


one third short of the expected num- 
4 ber of 140 hospital cases per 1000 
] of the population in an area ade- 
quately served with hospital facili- 
ties. This estimated rate is based 
upon the proposéd number of 4.5 
general hospital beds per 1000 of the 
population, an average occupancy of 
75 per cent and an average stay of 
8.8 days per patient; from the fol- 
lowing formula, this rate has been 
calculated. 





, 4.5 X 365 X 0.75 

(beds) (days) (occupancy) 

—— = 140 (patients 
8.8 per 1000 

(average stay of patients) population) 





The population of Jasper, Clay, 
and Cumberland Counties, however, 
with only 27, 19 and 15 hospital 
patients per 1000 population per 
year, are definitely not served with 
adequate hospital facilities. Even 
with due consideration to the fact 
that a part of their needed service 
is rendered by the hospitals in Olney 
and Mattoon, and, to a lesser degree, 
by those in Charleston and Robinson, 
the residents of these counties are 

{ not afforded equal opportunities for 
hospital care. 

The comparison between Clinton 
and Washington Counties reveals the 
same situation. Clinton County, 
which has its own community hos- 
pital, St. Joseph’s in Breese, is served 
for its population of 19,653 with at 
least 61 hospital cases per 1000 popu- 
lation per year (including the pa- 
tients admitted to Belleville, East St. 
Louis, and Highland). The total 
number of residents of Washington 
County admitted to any of the seven 
Catholic hospitals of this survey was 
only 37 patients per 1000 population 
per year. An inspection of Figures 4 
and 7 demonstrates clearly that the 
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Distance from General Hospitals 


southern and southwestern sections 
of Washington County lack conve- 
nient access to hospital facilities. 


The assumption, therefore, that it 
would be advantageous in providing 
adequate and better hospital care in 
fewer but better equipped hospitals 
located at greater distances from an- 
other is clearly erroneous. 


TABLE 2. Hospital Patients Per 1000 Population in Four Counties of Effingham Hospital District 





Annual 
Population Number of Patients Patients admitted 
County 1944 Per 1000 to to all other 
(estrmate) Total of Effingham Catholic 
population Hospital hospital 
Effingham 18,319 3,288 90 3,276 12 
Clay 15,796 588 19 344 44 
Cumberland 9,576 6% 25 sof : 
Jasper 11,101 600 7 $97 
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Federal regulations for grants for 
hospital construction provide a prior- 
ity system according to the percent- 
age of existing and acceptable general 
hospital beds of the total of needed 
hospital beds for each hospital dis- 
trict. Since the needed hospital beds 
for a given area are not accounted for 
by the flat rate of 4.5 beds per 1000 
of the population equally applying 
for all areas, but by a sliding formula 
of allecation to base, intermediate, 
and rural hospital areas, which for 
Illinois would be 4.5, 4.0, and 2.5 
beds per 1000 population, respec- 
tively, the priority system creates a 
severe injustice to rural hospital dis- 
tricts. This injustice to rural dis- 
tricts exists in spite of benevolent 
propaganda to prevent any further 
preference to metropolitan and other 
urban areas. 

The injustice of the prevailing pri- 
ority system with its sliding formula 
for bed allocation can best be made 
clear through an example of, say, two 
neighboring counties, A and B, which 
may have essentially the same struc- 
ture and density of population; both 
may be equally rural and distinguish 
themselves from each other only by 
a slightly different area which may 
give the one county “A,” a popula- 
tion of 27,000 and county “B” a 
population of 23,000. It might be 
assumed further that County “A,” 
now has a hospital of 70 beds, and 
County “B” also one having only 45 
beds. The critical population figure 
for the calculation of needed hospital 
beds is 25,000, above which 4.0 beds 
per 1000 population are acknowl- 
edged but for the calculation of which 
only 2.5 beds per 1000 population 
are permitted. This would give 
County “A,” a total of 108 needed 
beds, of which 70, or 65 per cent, 
already exist, and for County “B” a 
total of 57 beds of which 79 per cent 
are now available. County “A” would 
rank higher in priority than County 
“B.” The figure for Illinois hospi- 
tals in this study shows, however, 
that 95 per cent and more of all 
needed hospitalization is provided by 
the local community hospital, wheth- 
er this is in an intermediate or rural 
area. The true needs of the counties 
“A” and “B” would be 115 and 98 
beds respectively, of which in County 
“A,” 68 per cent are supplied and in 
County “B,” only 46 per cent. 

A correct consideration of the real 
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IX. The Priority System for Needed General Hospital Beds 


needs would therefore reverse the 
ranks in the relative priority. A 
wrong and unjustified placement on 


the priority list easily can do con- 
siderable damage to a rural popula- 
tion which honestly tries to provide 
itself with adequate hospital facilities. 


Summary 


The assumption that large sectors 
of the hospital care needed in rural 
areas is being rendered by larger 
urban hospitals and that bed allot- 
ments for rural patients, up to 50 
per cent of the total needs, should 
be transferred to neighboring base 
and intermediate hospital districts 
is not verified in the study on hos- 
pital admissions to seven Catholic 
hospitals in Illinois. The small and 
well operated rural Catholic hospital 
serves its population as adequately as 
the larger urban hospital as shown in 
Figure 9. With the consideration of 
the patients’ transfer between hos- 
pital districts, more than 95 per cent 
of all patients, whether they live in 
base, intermediate, or rural hospital 


areas, prefer their own community 
hospital. The detailed data in the 
discussions of the individual hospital 
service areas establishes this conclu- 
sion. Some need for an integration of 
hospital areas, so far as the transfer 
of patients is concerned, does exist, 
but this need is far below the as- 
sumption of the U. S. Public Health 
Service and that of the Commission 
on Hospital Care, and in this study 
does not exceed a rate of 5 per cent. 
This rate of 5 per cent can be con- 
sidered as the upper limit, which in- 
cludes those areas not covered by the 
data of this study, inclusive of those 
who probably were admitted to hos- 
pitals in St. Louis, Mo., and other 
cities. The present data show that 
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only 0.8 per cent of the residents of 
the Ruma hospital dictrict (21 bed 
capacity) were apparently in need of 
securing services at the neighboring 
St. Mary’s Hospital of East St. Louis 
(265 bed capacity). The rural Clin- 
ton hospital district (50 bed ca- 
pacity), located between the base 
hospital area of East St. Louis and 
the intermediate hospital area of Cen- 
tralia (85 bed capacity), needed only 
2.5 per cent of all patients to be 
treated outside its own rural hospital 
district. 


If an integration of hospital areas, 
with transfer of patients from rural 
areas to intermediate and base hospi- 
tal areas, could be enforced, it would 
necessarily result in over-supplying 
the larger urban areas with bed fa- 
cilities by allotting to them beds for 
rural patients, which would not be 
used by the residents from rural 
areas, and in depriving the rural 
areas of beds which they need to take 
care of their resident patients. That 
the present supply of hospital facili- 
ties favors the large urban centers 


is the contention ot some. This, how- 
ever, is only partly true for the gen- 
eral hospitals as a whole, although 
the Catholic hospitals have really fa- 
vored the rural population centers 
to a large extent (see HospitTaL 
Procress, April, 1947, page 104). 
The proposed formulas for bed allot- 
ment would, however, result in fur- 
ther depriving the rural areas of such 
hospital facilities which they need; 
from the present indications, these 
would be located in places to which 
relatively few rural patients would be 
called upon to go. 


PERITONEAL IRRIGATION 


Scster IW. Antoinette, 0.5.9... RMU 


THE method of removing sub- 
stances that are ordinarily excreted 
by the kidneys, known as peritoneal 
irrigation, has been used successfully 
on three cases in our hospital. This 
procedure is not new. It has been 
tried successfully in other reported 
cases. 

Acute renal failure is not an un- 
common condition. The mortality rate 
is very high due to the accumulation 
of substances that are normally ex- 
creted by the kidneys. Therefore, aid 
must be given to the kidneys until 
they resume their normal function. If 
this procedure is started early in 
the condition and continued until the 
kidneys function normally, life is 
prolonged and the chances of recovery 
are good. 

This artificial method is applicable 
to numerous conditions which cause 
acute renal failure such as: trans- 
fusion reactions, poisoning with heavy 
metals, severe trauma, toxemia of 
pregnancy, and toxicity to sulfona- 
mide compounds. 


Report on Cases 

Arnold Seligman, M.D., Howard 
Frank, M.D., and Jacob Fine, M.D., 
of Boston have used the peritoneum 
as a dialyzing area in this method of 
treatment. They used a modification 
of Tyrodea solution and reported re- 
sults in the following cases: a patient 
with uremia due to damage of the 


*Supervisor, Creighton Memorial, St. Joseph’s 


Hospital, Omaha, Neb. 
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kidneys by the use of sulfathiazole; 
two patients who had transfusion re- 
actions; and one patient with urinary 
obstruction. 

The cases that were successfully 
treated were two who had trans- 
fusion reactions and one with anuria 
from the use of sulfathiazole. 

The main purpose is to keep an 
excessive accumulation of the sub- 
stances, excreated by the kidneys, out 
of the blood stream. By doing this 
the condition known as uremia is 
prevented. The peritoneal irrigation 
makes use of this dialyzing ability 
for the removal of poisonous sub- 
stances from the plasma and from 
the extracellular fluids. This will 
provide 40-75 per cent of normal 
kidney function in terms of urea 
clearance, correct acidosis, and pre- 
vent death from uremia. 


Procedure 

The insertion of the peritoneal 
tubes is a simple procedure. Two 
stainless steel sump drains are used. 
If sump drains are not available a 
30F mushroom catheter may be 
used successfully. A local anesthetic 
usually 2 per cent novocaine is used. 
The inlet tube is inserted through 
a small incision about where a Mc- 
Burney incision is made and the 
outlet tube in a comparable position 
on the opposite side. The sump drain 
is directed into the cul-de-sac and the 
peritoneum is closed snugly around 
the drains and the incisions are 


closed in layers with catgut and the 
skin with skin suture. 

The irrigating solution is attached 
to the inlet sump drain using a drip 
method so the rate of flow can be 
measured and controlled. The usual 
rate is 140 to 160 gtt. per minute so 
that 100 to 1500c.c. of solution will 
be utilized in one hour. It is easy 
enough to have the inflow at that 
rate, but it is difficult to keep the 
outflow at that constant rate. The 
flow is governed by the need of the 
removal of urea products. If the blood 
urea is high, the flow is increased and 
if the blood urea is low, it is set at a 
slower rate. The solution flows by 
gravity from two elevated 20-liter 
carboys 2 or 3 feet above the bed. 
The solution flows through siphon 
tubes joined by a Y tube, through a 
drip bulb then either directly or 
preferably through a Berekfeld filter 
to a glass U tube in a water bath 
(40-45) degrees centigrade and 
through the peritoneal inlet tube into 
the peritoneal cavity. The outflow 
tube is attached to a constanf suc- 
tion apparatus. Care must be taken 
not to have forceful suction 
against any portion of the intestine. 


too 


Modified Tryode’s Solution Used 

A modified Tryode’s solution was 
used containing, per liter, the fol- 
lowing substances: sodium biphos- 
phate 0.05 gm.: sodium chloride 8.0 
gm.; potassium chloride 0.2 gm.; 
sodium bicarbonate 1.0 gm.; dextrose 
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Arrangement for Peritoneal Irrigation as used in St. Joseph’s Hospital, Omaha, Neb. 


1.5 gm.; sulfadiazine sodium 0.1 gm.; 
heparin 0.5 gm. and penicillin 5000 u. 
A concentrated solution of the above 
is autoclaved, the sodium bicarbonate 
autoclaved separately. The sulfa, 
heparin and penicillin are not auto- 
claved with the above mixture but 
added to the flasks after the solution 
is cooled and ready for use. The sulfa 
and penicillin are used to prevent 
infection. However, sulfa is not used 
if the anuria is due to sulfa damage. 
Heparin is used to prevent fibrin 
formation and adhesions. After the 
solution is autoclaved, it is added to 
the 18 liters of sterile distilled water 
in the 20 liter carboys. 

The entire apparatus must be 
sterile and kept sterile throughout 
the whole procedure. The irrigation is 
continued for as many days as neces- 
sary and has been continued for as 
long as 16 days. 


Nursing Care 

This article will present an ap- 
proach to the evaluation of good 
nursing care for an acutely ill patient 
suffering from uremia. 

In the past years, doctors and 
nurses had little hope of saving a 
patient in uremia. Now, with the 
aid of peritoneal irrigation, the pa- 
tient has a good chance for recovery. 

The responsibility of the nurse is 
to see that all the equipment 
necesssary is assembled and properly 
cleaned and sterilized before starting 
the procedure. The solution must be 
kept in readiness so that the irriga- 
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tion can be continuous. The tempera- 
ture and rate of flow must be watched 
constantly. 

As laboratory findings are very 
important in these cases it is the 
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nurse’s duty to get the proper speci- 
mens to the laboratory and the neces- 
sary blood work so as to keep the 
physician informed as to how they 
are progressing. The T.P.R. is taken 
every 4 hours to note any sign of 
infection. The main symptoms to 
watch for are those of peritonitis and 
edema. It is necessary to keep a fluid 
balance and to note any edema. Dili- 
gent nursing care is needed to keep 
the patient comfortable and free 
from worry or anxiety about his 
condition. Conscientious care must 
be given to the apparatus. Signs of 
shock and coma must be watched 
for and reported to the physician. 

The care of a very ill patient is 
a hard and arduous one, but a true 
nurse -will be happy and will be 
rewarded for her efforts and skill 
when her patient is able to walk out 
of the hospital and resume his former 
activities. 


Reference 


Arnold M. Seligman, M.D., Howard A. 
Frank, M.D., Jacob Fine, M.D.: “The 
Treatment of Acute Renal Failure by 
Peritoneal Irrigation,” Annals of Surgery, 
Nov., 1946, page 857. 
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THIRD of a CENTURY 


THE First Third of a Century and Looking Forward 
to the Second Third of a Century are the two dominant 
ideas in a special brochure recently issued by the Execu- 
tive Board of the Association. This brochure was pub- 
lished to introduce the membership of the Association 
to the new central offices and to indicate the manner 
in which the added facilities and increased personnel 
of the office will contribute to the carrying out of the 
expanded program of activity planned for the Association. 

Not since June, 1922, has such a presentation been 
made. At that time, Dr. Bernard McGrath, Secretary, 
reviewed the growth and progress of the infant associa- 
tion which had reached the tender age of seven. Today, 
we review the extent of the field and attempt to measure 
and evaluate its growth. The following table shows what 
has taken place in the First Third of a Century. 


UW. R. Kueifl 


Catholic Hospitals of the United States and Canada 


June 15, January 1, 


1915 1948 
Number of hospitals 
and allied agencies .... { United States 541 1,049 
) Canada..... 90 343 
Number of beds 
and bassinets ........ { United States 60,300 122,160 
) Canada..... 10,550 51,150 
Number of patients — 
United States and Canada..... .. 925,000 4,690,983 
Number of 
schools of nursing ....{ United States 136 374 
} Canada..... 39 76 
Number of 
student nurses ........( United States 6,442 36,430 
} Canada..... 1,000 5,339 
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THE ST. LOUIS UNIVERSITY MEDICAL CENTER 


The buildings are: Upper left, The Central Office of the Catholic Hospital Association; Center, The Firmin Desloge Hospital; Upper right, The 
Firmin Desloge Auditorum; Lower left, The School of Medicine with its recent addition; Lower right, The Enlarged School of Dentistry. 
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The Catholic Hospital Association Headquarters, 1438 S. Grand Blvd., St. Louis 4, Mo. 


At present approximately 25,000 Sisters, members of 275 dif- 
ferent religious organizations, conduct these Catholic hospitals. 

More could be said concerning this development, but 
the predominant consideration should be a recognition 
of the work of the thousands of Sisters and Brothers 
who have labored so faithfully and unselfishly in de- 
veloping hospital service for the people. To the pioneers 
in this group of religious a special word of praise must 
be said. Their courage and indomitable spirit, their 
perseverance and persistence, developed hundreds of 
large and small hospitals. The continuation of this same 
spirit in our religious groups is the hope for another 
glorious era in the future. 

During this period, the Catholic Hospital Association, 
as an agency of the Church, has served the Catholic 
hospital field, has stimulated its growth, has promoted 
the professional advancement of the Religious and their 
hospitals, has advocated sound educational programs for 
the professions and the public, and finally, has emphasized 
the spiritual considerations so intimately associated with 
the care of the sick as fundamental elements in the 
Catholic hospital. 

In this service as an instrumentality of the Church, 
the Association has been most fortunate and honored 
in the patronage of the late Archbishop Messmer of 
Milwaukee, who as first Honorary President, lent his 
influence and prestige in launching this new organization; 
of the late Cardinal Glennon of St. Louis who for 15 
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years counseled and directed its affairs; and now, of 
Samuel Cardinal Stritch of Chicago for his sympathetic 
interest and valuable guidance. 

Many other members of the hierarchy of Canada and 
the United States have participated actively in the work 
of the Association and the hospital Sisters and Brothers 
are deeply grateful for their contributions. 

The Association is indebted in a special manner to 
the Most Reverend Karl J. Alter, Bishop of Toledo who 
has been the Episcopal Chairman of the Administrative 
Board of the Association for the past six years. The work 
of the Association in Canada has been promoted by the 
encouragement and support of His Excellency, the Most 
Reverend Rosario Brodeur, Bishop of Alexandria, and 
Episcopal Chairman of the Association’s Catholic Hos- 
pital Council of Canada. 

In leadership, too, the Association has been most 
fortunate. Father Charles B. Moulinier, S.J., the first 
President, inspired the Sisters to band together for 
professional advancement; and Father Alphonse M. 
Schwitalla, S.J., for nineteen years directed the Associa- 
tion in its growth and development, and now Monsignor 
Maurice F. Griffin, in his position as President, is able 
to bring the experience of almost 30 years ef hospital 
activity to bear upon the modern problems of hospital 
administration. 

In completing this general summary we should not 
forget the Sisters and Brothers who as active members 
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of the Executive Board, Councils and Committees, and 
contributors to HospiTaAL ProGREss, promoted the prog- 
ress and advancement of the Catholic Hospital movement. 


Looking Forward to the Second Third of a Century 

The following passages are taken from the brochure 
and outline the program which the Executive Board 
hopes may be the guide for the immediate and future 
development of the Association. 

Specifically, with the assistance of the Administrative 
Board, responsible for general policy, the Executive 
Board of the Catholic Hospital Association, through its 
Councils and Conferences, outlines its goal for members 
in Canada and the United States, as follows: 

1. More intensive study of ethical considerations 
occuring in medical and hospital practice; 

2. The intensification of its professional and educa- 
tional program for institutions and personal members: 

3. The explanation of the Catholic hospital in Canon 
Law, with respect to the duties and responsibilities, 
rights and privileges of superiors and administrators of 
hospitals; 

4. The exploration of hospital administration, both 
in the professional and administrative areas, respecting 
principles, problems and techniques in 
a) Nursing service; 

b) Special Professional Services, i.e., X-Ray, Laboratory, 
Pharmacy, etc. 

c) Medical Staff organization and medical service, in 
the hospital, and 

d) Methods of evaluating hospital service. 

5. Concentrated study of the problems of the nursing 
profession, inclusive of the continued development of 
nursing education programs of our hospital schools of 
nursing, and, particularly the extension of the nursing 
school evaluation program of the Conference of Catholic 
Schools of Nursing (formerly known as the Council on 
Nursing Education). 

6. The development of educational programs in Catho- 
lic Universities and Colleges, particularly for the pro- 
fessional preparation of nurses, graduate and under- 
graduate, of hospital administrators, and of members of 
other groups active in hospital service; 

7. Legislation, both in health and welfare activity, and 
on the federal and local levels. 

8. The financing of hospitals and 
hospital service. 

9. The promotion of Blue Cross, 
Medical Service Plans and other vol- 
untary financing agencies. 

10. The extension of the Catholic 
Hospital field through hospital sur- 
veys, special studies, consultation 
services, with reference to 
a) the small hospital as well as hos- 

pital centers, and 
b) special hospitals and services for 

in- and out-patients. 

11. The development of a more in- 
tensive program for the Canadian 
Sisters through the Catholic Hospital 
Council of Canada; and 
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Dr. Kurt Pohlen Research and Statistics 
Department, Catholic Hospital Associa- 
tion in His New Office. 


12. Finally and basically, as the motive most essential 
to true professional and scientific growth, the stressing 
of Christ’s Charity and love for suffering mankind. 


Conclusion 

With the advent of The New Era, the Association 
embarks on a new venture; this is the beginning of 
another chapter in the history of Catholic hospital en- 
deavor in Canada and the United States. The glorious 
record of achievement of the First Third of a Century 
will serve as the stimulus for greater accomplishment. 
The pioneers have left an indelible imprint on the 
Association and this tradition will prove to be an in- 
fluential factor in implementing the new program pro- 
posed by the Executive Board. 


The St. Louis University Medical Center 

One of the outstanding features of the Central Office 
is its location. Constituting the St. Louis University 
Medical Center, as represented in the accompanying 
sketch, are the School of Medicine, recently enlarged, 
the program of which will be greatly expanded, par- 
ticularly in the area of further research and Public 
Health; the Firmin Desloge Hospital, one of the three 
major teaching centers of the Medical School, with its 
extensive Out-Patient Services; in addition, the Out- 
Patient Services of this hospital constitute the principal 
field work center for the students of the University 
majoring in Medical Social Service; the School of Nurs- 
ing, with its program in Nursing, Nursing Education. 
and Public Health Nursing, in Dietetics, in Radiological, 
Physical Therapy, and Laboratory Technology, in Medi- 
cal Record Library Science, and Hospital Administration, 
the offices for which are in the Firmin Desloge Hospital 
because of the availability of classrooms, laboratories, 
and library facilities in the Medical School; the School 
of Dentistry, having its program integrated, on the 
one hand, into that of the Medical School, and, on 
the other, into that of the Firmin Desloge Hospital 
Out-Patient Service; and, finally, the Desloge Audi- 
torium. The Central Office of the Catholic Hospital 
Association is an integral part of the medical center: 
its library resources and, to some extent, its Staff 
constitute important and significant 
features, in the program of this medi- 
cal center. 

On the other hand, the facilities, 
and particularly, the library of the 
Medical School and the services of 
Staff members of the various units of 
the medical center are easily and con- 
veniently available to the staff of the 
Catholic Hospital Association for 
consultation and assistance. This ar- 
rangement, coupled with the enlarged 
office facilities of the New Headquar- 
ters Building, afford ideal conditions 
for the further development of the 
Association and especially for an 
expanded program of service to its 
members. 





VERY REVEREND MONSIGNOR JOHN J. BINGHAM 

For the past 15 or more years, many workers in the 
hospital field have had the opportunity and the good 
fortune to meet and hear Monsignor Bingham. As Direc- 
tor of Health and Hospitals for the great Archdiocese 
of New York, Monsignor has attended literally hundreds 
of meetings concerned with health, hospital, Medical, 
Public Welfare, or Social Service considerations. As an 
officer of his own New York State Hospital Association, 
and particularly during his presidency, Monsignor Bing- 
ham inspired his associates and colleagues to a higher 
appreciation of the exalted character of service to the 
sick in the hospital. As an officer of the American Hospital 
Association and as a member of one of its important 
Councils, Monsignor Bingham’s influence extended to 
much wider circles and to higher levels of importance. 

Within the Catholic Hospital Association, where we 
know him best, Monsignor Bingham was the interpreter 
of professional developments in large metropolitan cen- 
ters from the viewpoint of Catholic Hospitals; he was an 
ardent exponent of more and better Public Relations 
for Catholic hospitals and for hospital Sisters; he was the 
advocate, often times eloquently and passionately, for 
more and more Medical Social Service in Catholic hos- 
pitals — he was, for many years, the Chairman of the 
Association’s Committee on Medical Social Service and 
through this activity stimulated much interest in this 
rapidly growing specialty on the part of hospital adminis- 
trators and collegiate authorities. 

A man of broad vision and understanding, possessing 
that happy quality of versatility, Monsignor Bingham is 
not satisfied with any limitation of activity: on many 
occasions he addressed the Association’s annual conven- 
tions; he presided for many of the General Meetings of 
our Conventions; he lectured to students in Institutes 
on Hospital Administration — he contributed to Hospt- 
TAL ProcGrREss: in short, he has been interested not in a 
few but in a multitude of hospital activities. 

And with it all, Monsignor Bingham has a delightful 
and pleasant personality, a sense of humor which his 
friends will never forget and one which is truly con- 
tagious; he is generous and considerate and helpful. 


Very Rev. Msgr. John J. Bingham 


In his new assignment as Pastor of St. Patrick’s Church, 
Yorktown, New York, a short distance from New York 
City, Monsignor Bingham can look back on his hospital 
work with much satisfaction in the thought that he leaves 
behind him an enviable record of accomplishment. Much 
more might be said of the distinction which came to him 
during this period, of his trip to South America, of his 
journey to Rome to be present for the Canonization 
Ceremonies of St. Frances Cabrini as the representative 
of the Catholic Hospital Association and the hospital 
Sisters of the United States and Canada. 

Now, his many friends join with the Editors of 
HospiTat Procress in offering him every good wish for 
success in his new work. 





THE NEW DIRECTOR OF HEALTH AND HOSPITALS 

FOR THE ARCHDIOCESE OF NEW YORK 

In the December 27 issue of The Catholic News of 
New York appears the announcement of His Eminence, 
Cardinal Spellman, Archbishop of New York, appointing 
Father John J. Curry as successor to Monsignor 
Bingham. 

As assistant to Monsignor Bingham for nine years, 
Father Curry has been in intimate contact with hospital 
work. He has attended several of our Conventions, has 
participated in programs and in his own city and State, 
has taken an active part in all phases of hospital activity. 

The Division of Health of the Archdiocese of New 
York supervises and co-ordinates the health agencies of 
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the Archdiocese which number fifteen general hospitals, 
three convalescent homes and five orders of Nursing 
Sisters. 

Father Curry, who is 39 years of age, received his 
early education in Our Lady of Mercy Parish School, 
Bronx, and later attended Fordham Prep. He was in the 
Class of 1927 at Cathedral College and was ordained 
from St. Joseph’s Seminary, Dunwoodie, Yonkers, in 
1934. 

After two years of postgraduate studies at the Catholic 
University, Washington, D. C., he joined the staff of 
the Catholic Charities. 

The Officers of the Association extend to Father Curry 
sincerest good wishes on his appointment to this im- 


portant post. 
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Rev. John J. Curry 


NATIONAL COUNCIL OF CATHOLIC NURSES 


The National Council of Catholic Nurses has an- 
nounced the establishment of a central office at National 
Catholic Welfare Conference headquarters in Washington, 
D. C. Miss Anne V. Houck has been appointed first 
executive secretary of the Association and began her 
duties January 1, 1948. 

Miss Houck has been director of Nursing Service at 
Maumee Valley Hospital, Toledo. She was treasurer of 
the National Council of Catholic Nurses from 1941 to 
1944; was elected president in 1944, and re-elected in 
1946. 

The Catholic Hospital Association congratulates the 
Catholic Nurses Association on this forward step and 
wishes it success and prosperity in the new headquarters 
and the closer relationship with the National Catholic 
Welfare Conference. 


THE SPIRIT OF ST. JOHN OF GOD 


On March 8, the Church will observe the feast of St. 
John of God, Patron of Hospitals and of the Sick. No 
doubt our Catholic hospitals will take proper notice of 
the feast of this great saint, and will honor him in a 
proper manner. This heroic saint, however, deserves more 
than passing recognition on his feast day, especially from 
those who are engaged in the care of the sick and the 
poor. 

The great love of God and compassion for the poor 
was not just a passing emotion which moved him to 
become a religious; it was the dominating force of his 
entire religious life. It impelled him to build hospitals and 
to found a new religious family, “Brothers Hospitallers 
of St. John of God”; but most of all it was a love and a 
spirit that kept him in close daily contact with the poor 
and the sick. 

It is regrettable that the demands of modern hospitals 
keep so many of our religious in administrative positions 
so that they do not have direct contact with patients. 
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It is not easy for the Sister in the record room, or the 
pharmacy, or the kitchen, or the laundry to be aware 
at all times that she is not just managing a business 
enterprise, but that she is in a very real and vital 
manner ministering to the needs of people who are sick 
and suffering, and that her real motive in being in that 
particular position is love of God and love of His sick. 

This is regrettable not only because the zeal and 
charity of religious may cool when not in contact with 
the sick, but because patients in Catholic hospitals do 
not have the opportunity to see more Sisters and to 
receive nursing care from the Sisters themselves. The 
spirit of St. John of God should dominate our hospitals, 
not only as a general motive, but in such a manner that 
the patients who come to the hospitals will notice it at 
the admission desk, the business office, in the special 
services, but most of all in the manner of rendering 
nursing service. We shall pray to St. John on his feast 
that we may personally understand and imitate his 
spirit and that we may make it a recognizable character- 
istic of the hospital in which we serve. 


HOSPITAL CONSTRUCTION 

In this issue of Hosprrat Procress special emphasis 
has been placed on building and building materials. It 
is impossible in one issue to cover all the practical 
building and repair problems which arise in a hospital 
or which must be faced when a new hospital is being 
planned. 

Costs of construction have risen to staggering heights 
and have forced administrators and Boards of Control 
to think of ways and means of keeping initial costs 
within somewhat reasonable limits. 

There is one feature of building, however, that does not 
depend on money. It is the foresight and openmindedness 
which give time and opportunity for consultation with 
reputable and reliable advisers in the areas of planning, 
construction, and selection of material. 

The taking of religious vows does not endow anyone 
with the shrewdness and technical knowledge necessary 
to make important decisions affecting the design and 
service features of a building which must serve the 
health needs of a community for many years to come. 

The choice of a cheaper material or piece of equip- 
ment may be cause of annual repair bills or increased 
maintenance costs over a period of years. 

The arbitrary choice of an architectural feature or 
design, without reference to utility or practical consider- 
ations, may bring inconvenience and hardship to those 
who later serve and minister in the hospital. 

Not everyone who presents himself to our institutions 
is deserving of unrestricted confidence. Reliable and 
fearless, forthright advisers should be at hand to advise 
those who are responsible for the planning and con- 
struction of a hospital in which convenience, utility, and 
low maintenance costs mean so much. We hope that our 
efforts to bring building suggestions to our readers in 
this issue will be of some use and ‘value. 


OUR COLLABORATORS 


As the second third of a century begins with the 
reorganization plans unfolding, the officers of the Associa- 
tion again turn to the Bruce Publishing Company of 
Milwaukee to give a helping hand in realizing the fruits 
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which it is hoped these plans will yield. Just as the 
officers turned to the Bruces in 1920 when Hospirar 
ProGREss was launched, so now in 1948 as the Associa- 
tion completes its thirty-third year and enters upon the 
29th volume of Hospitat Procress, the present officers 
continue to look to the Bruces. Throughout these years, 
a spirit of generous co-operation, mutual understanding, 
and trust has characterized the relationship between the 
Bruce Publishing Company and the Catholic Hospital 
Association. 

From William George Bruce, Sr., the Partriarch of 
the Bruce Clan, through his sons and successors, Will 
and Frank, the molders of the present Bruce organiza- 
tion, to the present generation with Frank, Jr., William II, 
Robert, and Jane, now active in the conduct of the 
business, the relationship has been a most amicable 
one. In reviewing the status of HospiraL PROGRESS as 
it enters its 29th year, it becomes abundantly clear to 
what extent our Publishers have contributed to this 
achievement. During that crucial first year of its infant 
life, through the adolescent stage, and now as it reaches 
maturity, Hosprtat Procress, the Association’s official 
journal, finds itself under the deepest obligation to the 
nren who look after its production and who, as Pub- 
lishers, counsel the Editors concerning its direction and 
administration. 

To the staff of the Bruce Publishing Company, the 


THE THIRTY-THIRD 


Municipal Auditorium— June 


Theme: Combating Secularism 


If, in the minds of many of the Sisters, the Thirty- 
second Annual Meeting was a momentous one in the 
history of the Association, the Thirty-third Convention 
should in many respects be regarded as at least equally 
as important. The actions taken by the Boston Meeting 
authorized many changes—and the members of the 
Association have a right to receive a full report of the 
extent to which these changes have been made — and 
how successfully the new plan of procedure has developed. 

A full report of the year’s accomplishments will be 
submitted to all of the members for their approval. 
Even now as this is written, more than five months in 
advance of the Cleveland meeting, the Officers can 
assure the members that the report will contain a 
gratifying record of the realization of many of their 
requests and of most of the responsibilities imposed on 
the Officers by the Boston Convention. 

For this, we are truly grateful, for it demonstrates 
what can be done through co-operation. We are especially 
grateful for the generous help of the Mothers General 
and Provincial, who so understandingly and sympa- 
thetically gave invaluable support in the development of 
this year’s program and of its accomplishments. 

First of all, to His Excellency, the Most -Reverend 
Edward F. Hoban, Bishop of Cleveland, the Officers are 
deeply indebeted for the gracious invitation to come to 
Cleveland and for much helpful advice and co-operation 
in planning the details of the Convention. To the 
hospital Sisters of the Diocese of Cleveland is due a 
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officers of the Association wish to give this assurance of 
their gratitude and sincere appreciation for the unflagging 
interest in and conscientious effort applied to the pub- 
lication of our journal. Notable for their activity on 
behalf of Hosprrat Procress are John J. Krill, who as 
Advertising Manager for twenty years developed goodwill 
and better understanding of Catholic hospitals among 
the purveyors of supplies and equipment; Albert. C. 
Janka, at present Advertising Manager, whose under- 
standing of Catholic hospitals and whose enthusiasm for 
the cause for which Hospitat Procress stands accounts 
for the continuance of goodwill so well founded by his 
predecessor; and Elmer W. Reading, who labors so 
faithfully as Editorial Secretary. From the last of the 
“four horsemen,” who play on this team, we look for 
the same quality of co-operation and interest and un- 
selfish service in achieving through a program of public 
relations a wider understanding of the Association, 
HospiTaL Procress, its Special Publications, the Con- 
vention, and its many other activities. Brothers Will and 
Frank are to be commended for their wholehearted 
consideration of the needs of Hosprrat Procress and 
of the Association as a whole. In the truest sense, they 
are our collaborators— only through this ‘lend-lease’ 
arrangement is it possible for the officers to realize the 
program which they have set as the Blueprint for the 
further development of the Association. 


ANNUAL MEETING 


7-10, 1948, Cleveland, Ohio 


in Health and Health Services. 


large debt of gratitude for their generous help in making 
possible a plan of gracious hospitality to the many 
Sisters who will visit the largest Metropolitan Center in 
Ohio — for the first time since 1934. 

The theme for Cleveland Meeting was suggested 
by the Bishop’s Statement issued in November, 1947. 
Just as “Secularism” has made itself felt in other areas 
of living, so, both the Administrative and Executive 
Boards of our Association felt, this same factor had 
influenced hospital and health activity. 

For the Cleveland Meeting, both the Catholic Hos- 
pital Conference of Bishops’ Representatives and the 
Hospital Chaplains’ Conference will participate as co- 
operating groups and for each of these, special programs 
are being prepared. 

The Opening Ceremony of the Convention will be 
Pontifical Mass on Monday morning at 9 o’clock. Other 
general meetings will take place as follows: Monday 
Afternoon — The Opening Session “Combating Secular- 
ism in Health and Health Services”: Tuesday Afternoon 
—on the theme “The Christian Approach to Community 
Health Services”; Wednesday Afternoon—with the 
theme “Religious Influences in Patient Care”; and Thurs- 
day Afternoon, the final session, emphasize “Religious 
Motivation in Professional Service.” 

Sectional meetings will take place on the mornings 
of Tuesday, Wednesday, and Thursday on problems in 
the following general areas: 

Medical staff organization with reference to the place 
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The Cleveland Public Auditorium. 


of the General Practitioner; hospital evaluation plans: 
education for hospital administration; hospital con- 
struction and planning; surgical nursing and operating 
room technique; the practical nurse and auxiliary 
workers; economic considerations of dietary services; 
technical developments in laboratory services; the de- 
velopment of anesthetist services; the availability of 
hospital supplies and inventory control; personnel admin- 
istration with respect to pension plans; public relations 
program for hospitals; trends in Blue Cross and other 
pre-payment plans; and two (2) sections to be devoted 
to nursing education with particular reference to pro- 
fessional requirements and administration of schools of 
nursing. 

These meetings will be in charge of the members of 
the Association’s Councils on Medical Service; Hospital 
Administration; Nursing Service; Special Professional 
Services; Business Management; Public Relations; Blue 
Cross; and the Conference of Catholic Schools of Nursing. 


As in the past, the 1948 Convention, it is confidently . 


hoped by the Officers, will focus attention on the pressing 
problems of this year, the acute shortage of nurses, the 


THIS MONTH WITH 


Council on Blue Cross of the 

C.H.A. 

The newly organized Council on 
Blue Cross within the Catholic Hos- 
pital Association met in St. Louis on 
January 15, 1948. The membership 
of the Council is made up of the 
following: 


Chairman. 
Aiken, S. C. 


Detroit, Mich. 


FEBRUARY, 1948 


Rev. George L. Smith, 


Mother Carmelita, R.S.M. 
Mother Assistant, Detroit Province 
of Sisters of Mercy of the Union, 


apparent crisis in the nursing profession, the economic 
problems of hospital service, the difficulties which beset 
both Blue Cross and hospitals, and, finally, the attitude 
of many workers, including hospital workers — which has 
been described as ‘“‘the loss of the spirit to serve.”” An 
attempt will be made by several speakers to recapture 
this spirit, to revivify it, to rekindle the desire to serve 
suffering mankind. 

A large Technical Exhibit again will be presented. 
Every effort is being made this year to feature con- 
struction materials as well as equipment and supplies. 
In the Educational Exhibit, hospital planning again will 
be the dominant theme to enable the many who are 
considering construction projects to review some of the 
newer developments in this important area of hospital 
service. 

It is the express and repeated wish of our President, 
Monsignor Griffin, that the 1948 convention give par- 
ticular attention to practical hospital problems both in- 
ternal and external. Our readers are, therefore, invited 
to submit to the central office topics or problems which 
might be discussed with profit. 


THE ASSOCIATION 


Sister Loretto Bernard, R.N., B.S 

Sisters of Charity of St. Vincent 
de Paul, 

St. Vincent’s Hospital, 

New York, N. Y. 


Rev. John W. Barrett, 
Chicago, III. 





Sister Una, C.S.J. 

Sisters of St. Joseph of Carondelet 
(St. Paul Province), 

St. Joseph’s Hospital, 

St. Paul, Minn. 


Monsignor John R. Mulroy, 
Denver, Colo. 


Mr. Francis J. Bath, Secretary 

Creighton University —St. Joseph’s 
Hospital, 

Omaha, Neb. 


The Agenda for the meeting in- 
cluded the following topics: 

Trends in Blue Cross Operations. 

Review of Basic Concept of Blue 
Cross; Actuarial Background; Re- 
serve Requirements; Relationship of 
Participating Hospitals to Blue Cross; 
Responsibility of the Participating 
Hospitals and Reimbursement Plans 
of Blue Cross. 

From the deliberations of the 
Council it is hoped that the responsi- 
bilities of paticipating Catholic Hos- 
pitals may be clarified and that the 
mutual relationship of hospitals and 
Blue Cross may be advanced. 





Western Conference of the 

Catholic Hospital Association 

Sister Fidelis, Secretary of the 
Western Conference of the Catholic 
Hospital Association, announces that 
the twentieth annual meeting of the 
Western Conference of the Catholic 
Hospital Association will be held at 
the Biltmore Hotel in Los Angeles, 
April 20, 1948. The theme of this 
year’s conference will be “Trends in 
Modern Nursing Education.” The 
central office will be represented in 
this program by the Executive Di- 
rector, Father John J. Flanagan, S.J., 
and by Miss Margaret Foley, Secre- 
tary of the Conference of Catholic 
Schools of Nursing. 





Texas Conference of the 

Catholic Hospital Association 

Sister Alberta, President of the 
Texas Conference of the Catholic 
Hospital Association, has announced 
that the annual meeting of this con- 
ference will be held in Dallas, Texas, 
March 3 and 4. Sister M. Christine 
of Beaumont, Texas, is chairman of 
the program committee. Father 
Flanagan will represent the central 
office at this meeting and will talk 
on the “Point Rating System” at the 
round table session. 
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Council on Prepayment Plans and 
Reimbursement of the American 
Hospital Association 
On Saturday and Sunday, Decem- 

ber 13 and 14, 1947, the newly 

formed Council on Prepayment plans 
and Reimbursement of the American 

Hospital Association met at the 

Palmer House in Chicago. The pur- 

pose of the meeting was to review 

the status of Blue Cross in its relation 
to hospitals and the relation of the 
hospitals to Blue Cross. Dr. Dwight 

Barnett of Detroit presided at the 

meeting. The Reverend George L. 

Smith of Aiken, South Carolina, 

President-elect of the Catholic Hos- 

pital Association, is a member of this 

council. Mr. M. R. Kneifl, Executive 

Secretary of the Catholic Hospital 

Association, was also present’ at the 

meeting. 

The next meeting of the Council 
will take place on January 16 and 17 
in Chicago. It is expected that at 
this meeting the general topic of the 
hospital in public programs and con- 
tract reimbursement rates will be 
fully reviewed and evaluated. 





Commission on Blue Cross 

A special meeting of the Commis- 
sion on Blue Cross of the American 
Hospital Association was held in 
Washington, D. C., January 10. The 
Reverend Donald A. McGowan of 
Boston represented Msgr. M. F. 
Griffin, President of the Catholic Hos- 
pital Association, at this meeting 
which was held at the Statler Hotel. 





Father Bertrand 

The central office is happy to an- 
nounce that the Rev. Hector Ber- 
trand, S.J., President of the Catholic 
Hospital Council of Canada, has fully 
recovered from his recent surgical 
operation. Father Bertrand returned 
to his office, December 26, after an 
absence of approximately one month. 
His many friends will be happy to 
hear this good news. 





Father Moscow 

The growing importance of special- 
ized preparation in Hospital Admin- 
istration for the Diocesan Director 
of Catholic Hospitals was recognized 
by His Eminence, Samuel Cardinal 
Stritch, Archbishop of Chicago, when 
on the recommendation of Father 
John W. Barrett, Director of Catholic 
Hospitals, Father James V. Moscow 
of Chicago was sent to St. Louis 


Rev. James V. Moscow 


University more than a year ago to 
undertake his studies in this new field. 
To be sure, while several priests have 
from time to time attended special 
Institutes in Hospital Administration, , 
the decision of His Eminence, Cardi- 
nal Stritch, to afford one of his priests 
formal preparation and training in 
this new field was a step forward, 
which impressed those of us familiar 
with it as the beginning of a move- 
ment to insure better service in the 
public relations of Catholic hospitals. 

After his course of study, during 
which, among other requirements, 
Father Moscow devoted himself to 
extensive field work in the St. Louis 
Blue Cross, the Catholic Charities of 
the Archdiocese of St. Louis, the 
the Social Planning Council, United 
Charities, the Department of Re- 
search and Statistics of the Catholic 
Hospital Association, the Municipal 
Hospital and Health Departments, 
etc., the degree of Bachelor of Science 
in Hospital Administration was con- 
ferred on Father Moscow at the con- 
clusion of the first semester of the 
session 1947-48. It is believed that 
this is the first instance in Catholic 
hospital history in which a member 
of the Clergy has been awarded a 
degree in this field. 

Father Moscow has been assigned 
to the office of the Diocesan Director 
of Catholic Hospitals of the Arch- 
diocese of Chicago as assistant to 
Father Barrett, the Director. Need- 
less to say, the Officers of the Asso- 
ciation and the Editors of HosprraL 
PrRoGREssS join with Father Moscow’s 
many friends in extending to him 
every good wish for success in his 
work. 
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American Council on Education 

The annual meeting of the Ameri- 
can Council on Education took place 
in Washington on January 23 and 24, 
1948. The Conference of Catholic 
Schools of Nursing was represented 
by Sister M. Henrietta of St. Louis, 
Chairman of the Conference, Sister 
Mary Ruth of Wheeling, West 
Virginia, and Miss Margaret Foley, 
Secretary of the Conference. The Rev. 
John J. Flanagan, S.J., also attended. 





Conference of Presidents and Sec- 
retaries of State and Regional 
Hospital Associations of the 
American Hospital Association 
On February 6 and 7, 1948, the 

annual Conference of Presidents and 

Secretaries of State and Regional 

Hospital Associations of the American 

Hospital Association will take place 

at the Drake Hotel in Chicago. This 

year’s program will focus not only on 
state problems but also on certain 

general or national problems. M. R. 

Kneifl, our Executive Secretary, will 

participate in this meeting. 

Conference on Rural Health 
The Annual Conference on Rural 

Health, sponsored by the American 

Medical Association, will take place 

in Chicago on February 8 and 9. 

Father John J. Flanagan, S.J., Execu- 

tive Director, was invited to partici- 

pate in the discussions. 





Summer School Program in 
Hospital Administration 
For the tenth year, the School 
of Nursing of St. Louis University 
in co-operation with the Catholic 
Hospital Association will present a 
Summer School program in Hospital 
Administration. The announcement 
made on January 15 indicates that 
the Summer Session will begin June 
22 and terminate on July 30. The 
following courses will be offered: 
June 22 — July 3: 
Ha 105—Principles of Hospital 
Administration 
July 5 — 17: 
Ha 108— The Catholic Hospi- 
tal in Canon Law 
Ha 121 — Hospital Accounting 
July 5 — 30: 
Ha 106— Special Problems in 
Hospital Administration 
Ha 107 — Introduction to Re- 
search in Hospital Adminis- 
tration 
July 19 — 30: 
Ha 122 — Problems in Hospital 
Finance 
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Applications for admission to the 
summer school session should be sent 
to the Rev. Paul Reinert, S.J., Direc- 
tor of the Summer Session, 221 North 
Grand Boulevard, St. Louis, Missouri. 
Requests for room reservations should 
be sent to the Rev. Niel P. McManus, 
S.J., Dean of Men, 3673 West Pine 
Boulevard, St. Louis. Until April 1, 


rooms in Clemens Hall will be re- 
served for those staying for the entire 
six weeks. After April 1, rooms not 
yet taken may be reserved by those 
staying for shorter programs. 

A bulletin giving more details of 
the courses to be offered is being pre- 
pared and will be mailed to all hospi- 
tals. 


THE CALENDAR 


February, 1948 
National Conference on Rural Health. 
February 6 and 7. Palmer 
House, Chicago, Ill. 
Mid-Year Conference of Presidents 
and Secretaries. 
American Medical Association. 
February 6 and 7, Chicago, IIl. 
Council on Medical Education and 
Hospitals. 
American Medical Association. 
February 8-10. Palmer House, 
Chicago, Ill. 


March, 1948 
Texas Conference of Catholic Hospi- 
tal Association. 

March 3 and 4. St. Paul’s 
Hospital, Dallas, Tex. 
National Catholic Educational Asso- 

ciation. 
March 31-April 2. San Fran- 
cisco, Calif. 


April, 1948 
National Public Health Nursing 
Week. 
April 11-17. 
Montana Conference of Catholic Hos- 
pital Association. 

April 15-17. Missoula, Mont. 
California Conference of Catholic 
Hospital Association. 

Twentieth Annual Meeting. 
April 20. Los Angeles, Calif. 


May, 1948 
National Association of Practical 
Nurse Education. 
May 3-5. Wade Park Manor, 
Cleveland, Ohio. 
National Council of Catholic Nurses. 
May 7-9. Hotel Somersett, Bos- 
ton, Mass. 
National Hospital Day. 
May 12. 
American Society of X-Ray Techni- 
cians. 
May 30—June 4. Rodisson Hotel, 
Minneapolis, Minn. 


Biennial Convention (American 


Nurses Association, National 
League of Nurse Educators, 
Nursing organization of public 
health nurses.) 

May 31-June 4. Chicago, Ill. 


June, 1948 
Catholic Hospital Association of 
United States and Canada. 
June 7-10. Municipal Audi- 
torium, Cleveland, Ohio. 
Conference of Bishops’ Represent- 
atives. 
Conference of Hospital Chaplains. 
June 8 and 9, Cleveland, Ohio. 
American Medical Association. 
June 21-25. Chicago, Il. 
National Catholic Building Conven- 
tion and Exposition. 
June 30—July 3. Stevens Hotel, 
Chicago, Il. 


August, 1948 
American Society of Hospital Phar- 
macists. 
August 9-13. 
Calif. 
September, 1948 
American Protestant Hospital Asso- 
ciation. 
September 17-18. Hotel Dennis, 
Atlantic City, N. J. 
American College of Hospital Ad- 
ministrators. 
September 19-20. Traymore 
Hotel, Atlantic City, N. J. 
American Hospital Association. 
September 20-23. Atlantic City, 
N. J. 
American Association of 
Anesthetists. 
September 20-23. Ritz-Carlton 
Hotel, Atlantic City, N. J. 
American Association of Medical 
Record Librarians. 
September 20-23. Chalfonte- 
Haddon Hall, Atlantic City, 
ws Be 


San Francisco, 


Nurse 


67 





Wedico-Moral Problems 
Gerald Kelly, S.J. 


Note: Medico-Moral questions may be submitted to the Editor of Hospitav 
Procress, 1438 South Grand. Boulevard, St. Louis 4, Mo. 





OBSTETRICAL SERVICE 


Question: May Catholic Sisters en- 
gaged in nursing attend obstetrical 
cases? May they assist at the actual 
delivery of the child, as well as take 
care of the post-partum mother? And 
may they perform the more delicate 
tasks sometimes involved in the care 
of men? 

Answer: An adequate answer to 
this question, in its various aspects, 
calls for some introductory historical 
notes. 

1. In 1901, the Sacred Congrega- 
tion of Bishops and Regulars drew up 
a set of Norms to be followed in ap- 
proving the constitutions of religious 
congregations. It is difficult to obtain 
the exact wording of these Norms be- 
cause the Holy See would not allow 
them to be published. According to 
Father Vermeersch, number 15 of 
these Norms stated that approval 
would not be given to institutes of 
Sisters whose members were to be en- 
gaged in the immediate care of “in- 
fants in the cradle,” or of mothers in 
childbirth. ‘These offices were looked 
upon as unbecoming for women who 
had consecrated their virginity to God 
and were wearing a religious habit. 

According to Father Creusen and 
Abbé Dufort, Norm 15 was not quite 
so specific. They say that it read as 
follows: “The Sisters, in caring for 
the sick, should abstain, especially 
when there is question of persons of 
the other sex, from all tasks unbe- 
coming to virgins consecrated to 
God.” 

2. It matters little which of the 
foregoing versions of Norm 15 is cor- 
rect, for in 1921 a new set of Norms 
was drawn up and published by the 
Sacred Congregation of Religious, 
and number 17 of these new Norms 
stated explicitly that the Holy See 
was unwilling to approve of congre- 
gations “which propose to exercise 
the immediate care of infants in the 
cradle and of mothers in childbirth 
in so-called maternity hospitals, or 
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which propose to exercise other works 
of charity which seem unbecoming 
for virgins consecrated to God and 
wearing a religious habit.” 

3. A typical rule drawn up in con- 
formity with the Norms runs thus: 
“The superior shall see that the 
Sisters who are charged with the care 
of the sick, especially persons of the 
other sex, refrain from all work that 
is not becoming to virgins consecrated 
to God. The Sisters shall not attend 
women in confinement who are not 
patients because of other illness. They 
shall entrust the care of these patients 
to lay persons capable of serving as 
nurses in such cases.” 

4. From what has been said, it is 
obvious that at least during the first 
two or three decades of this century, 
the Holy See did not consider it ap- 
propriate for religious women to 
undertake the immediate care of ob- 
stetrical cases, much less the inti- 
mate care of men. But it should be 
noted that to say a certain practice 
is “unbecoming” or “inappropriate” 
is not to say it is morally wrong. And, 
as Father Creusen pointed out at the 
International Congress of Catholic 
Nurses held in Rome in 1935, the 
standard of what is becoming or un- 
becoming can change from time to 
time and from place to place. In the 
decade before 1935, the changing 
standards of professional nursing in 
civilized countries and the sheer 
human needs of mission countries 
made it necessary to reconsider the 
question of what is becoming for the 
religious nurse. 

Father Creusen’s address at the 
1935 Congress was of great impor- 
tance. One of its principal objectives 
was to outline the function of nurs- 
ing Sisters with regard to obstetrical 
cases and the more delicate care of 
members of the opposite sex. Before 
dealing with this objective he em- 
phasized the fact that his address 
had the approval of the “highest au- 


Rev. Gerald Kelly, S.J. 


thorities” in the Church. The essen- 
tial pertinent points developed in this 
address are the following: 

a) In general: Religious nurses 
should be able to do anything that is 
legitimately required of lay nurses. 
In other words, the religious should 
be at least equally qualified; hence 
they may do whatever is required for 
proper certification and for conduct- 
ing their hospitals according to high 
professional standards. 

b) With regard to the immediate 
care of mothers and infants: In many 
mission countries it is imperative that 
Sisters engage in such work. And 
even in civilized countries it is no 
longer advisable to entrust this work 
entirely to competent lay personnel. 
Good reasons can be assigned whiy 
some Sisters not only may but should 
be devoted to this work: for example, 
illicit operations are more easily pre- 
vented; the baptism of infants 1s 
rendered more secure; and the spir- 
itual influence on the mother is 
greater. 

c) Regarding the more intimate 
care of male patients: The general 
rule should be that women (whether 
religious or lay) should not be occu- 
pied in these duties except in cases 
of necessity. If feminine assistance is 
necessary, it is preferable that a 
mature and experienced lay nurse be 
chosen. However, if such a nurse is 
not available, a mature and compe- 
tent religious is preferable to a young 
and inexperienced lay nurse. 

5. An instruction of the Sacred 
Congregation of the Propagation of 
the Faith, dated February 11, 1936, 
dealt explicitly with the subject of 
obstetrical training for missionary 
Sisters. In this instruction, the Holy 
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See explicitly urged the founding of 
institutes to care for mothers and 
children, and also urged that existing 
institutes make provision for training 
Sisters to do such work. The in- 
struction insisted, however, on these 
cautions: (a) No Sister should be 
compelled to take up the duty of mid- 
wife; this should be on a volunteer 
basis. (6) Such duties require not 
only adequate medical knowledge, 
but also special spiritual training. 

Commenting on this instruction, 
Father Creusen noted that the care 
of mothers and infants is praised by 
the Holy See, and not merely toler- 
ated. Elsewhere he observed that it is 
quite becoming for consecrated vir- 
gins to imitate the Virgin of virgins 
who went to the assistance of her 
cousin Elizabeth. In these remarks, as 
in his address, Father Creusen always 
seemed confident of the approval of 
the “highest authorities.” Usually he 
did not state explicitly that this in- 
cluded the personal approval of Pius 
XI, but on one occasion he did refer 
to a private audience with the Holy 
Father in which the latter had cited 
the words of St. Francis de Sales to 
the effect that “chastity which is 
placed under the protection of char- 
ity is well guarded.” At any rate, it 
would hardly be mere coincidence 
that the same Pope who extolled the 
sublime function of motherhood in an 
encyclical that opened with the words 
“how great is the dignity of chaste 
wedlock,” should also encourage the 
apostolate of caring for mothers and 
infants. 

6. We have on hand four copies of 
constitutions that were approved by 
the Holy See during the vears 1937 
to 1940. In none of these do we find 


any explicit restriction concerning the 
care of mothers and infants. One rule 
contains only a general admonition 
to observe modesty and reserve in 
dealing with all patients, men and 
women. Another simply enjoins ab- 
stinence from any unbecoming serv- 
ices unless necessity or the circum- 
stances of place demand it. Two of 
the rules deal explicitly with the care 
of members of the opposite sex. In 
one of these it is stated that the 
“Sisters should not ordinarily perform 
services of a delicate and intimate 
nature, except in case of necessity”: 
in the other, the Sisters are told to 
“observe the rules prescribed by the 
prudence, modesty, and dignity which 
belong to religious women, and in 
doubt they are to consult their 
superior.” 
Conclusion 

In view of the foregoing points, it 
is our opinion that religious superiors 
may safely follow the directives out- 
lined by Father Creusen in his ad- 
dress at the 1935 Congress of Cath- 
olic Nurses. (Cf. n. 4, above.) With 
regard to assistance at obstetrical 
cases, they should carefully observe 
the cautions explained by the Con- 
gregation of the Propagation of the 
Faith. (See n. 5.) As for the care of 
men, superiors should judge what 
special precautions are to be taken. 
And in all these matters, particularly 
with regard to the care of men, if 
there is doubt concerning the appro- 
priateness of any professional de- 
mands made on the Sisters, the bish- 
op should be consulted. 

We feel more secure in this opinion 
because, in a recent letter to us, 
Father Creusen again called attention 
to the fact that his address had been 


given with approval of the highest 
authorities. In this same letter he ex- 
pressed his conviction that the policy 
he outlined at the congress may be 
followed today without asking special 
permission from the Holy See, and he 
allows us to quote him to this effect. 

Two final questions: (1) May the 
opinion given here be followed in 
those institutes that were approved 
before 1935 and that still have a rule 
similar to the one quoted in n. 3 
above? In our opinion, they may fol- 
low it. (2) How are superiors who 
follow this opinion to answer question 
98 of the Quinquennial Report to the 
Holy See? We think that the question 
should be answered with perfect sin- 
cerity, by telling what is done and 
why it is done. 

Adam C. Ellis, SJ 
Gerald Kelly, SJ. 

St. Mary’s College, 
St. Marys, Kans. 
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Religious Tustruction and Sewice 


Directed by Bakewell Morrison, S.J. 





Epitor’s Note: Hospitat Procress has been fortunate to secure the heip 
of Father Bakewell Morrison in developing a column on the important prob- 
lem of the teaching of religion in schools of nursing. 

Father Morrison has been teaching religion at St. Louis University for more 
than 17 years. He is at present Associate Professor of Religion and head of 
the Department of Religion at the University. We hope that Father Mor- 
rison’s articles will stimulate interest in this essential function of a Catholic 
School of Nursing and that we may receive suggestions and constructive 
criticism from priests who are engaged in the work of teaching nurses. 


Religion Courses in Catholic Schools of Nursing 


The question of formal religion 
courses for nurses in training in Cath- 
olic Hospitals is an important and an 
urgent one. Papers have been read 
on the topic at annual Conventions 
of the Catholic Hospital Association. 
Recommendations are on file regard- 
ing the point. Much is admittedly at 
stake. 

HospitaL Procress has invited us 
to treat of the matter pointedly. In 
this series of articles then, it will be 
our purpose to bring into perspective 
for discussion, if that will help, and 
certainly for clarification the princi- 
ples that need to be considered. Per- 
haps we can make it more possible to 
arrive at something like uniformity in 
the matter of religion courses as part 
of the normal curriculum of the Cath- 
olic Nursing School. 

Bewilderment is rife in the world. 
Many good people are really puzzled, 
even tormented because they do not 
see what they should do. They are 
baffled by the dimness or the insuffi- 
ciency of their own principles. A clear 
strong voice must be audible to them 
and a confident and capable personal- 
ity must be somehow brought to their 
assistance. The Voice they need is the 
Voice of Christ. The personality very 
often nowadays can be the nurse. 

There are many ways in which the 
nurse influences her patient. For sure, 
this is not done by preaching. But it 
is done by quiet conversation. It is 
done by answering tormented, twisted, 
and confused questions with preci- 
sion, with firmness, with confident 
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truth. It is done by the nurse’s air of 
personal assurance and calm satisfac- 
tion in the possession of The Truth 
of Faith. Nurses are natural coun- 
selors of the heavily burdened. If, 
then, their counsel can be made richer, 
surer, readier, more heavenly in con- 
tent and bearing, then we shall have 
achieved an objective that cannot but 
be very near the Heart of Christ, The 
Comforter of the Afflicted, and The 
Light of the World. It is an aim un- 
doubtedly very warm in the heart of 
the well trained and apostolic nurse. 
Christ’s poor are all those who suffer. 
And, while ministering to the bodies, 
the nurse often can work the miracle 
by which souls are made bold to seek 
the comfort of Christ. 

But the many must be trained and 
disciplined formally if this is to be 
done more fruitfully. The many must 
learn more explicitly about the Mes- 
sage of The Voice of Christ. We think 
that the many will lag unless this 
training, this information and disci- 
pline are got in formal courses in 
religion. 

St. John Chrysostom, far off in 
the fourth century, insistently taught 
his people that they might as well 
expect the sun not to give its warmth 
and light as look for Catholics not to 
spread the comfort and brigthness of 
the Truth of Christ. Our purpose, 
then, is to make it possible for zeal 
to be more effective, for the love of 
Christ to be more vocal in its appeal, 
for the reach and the invitation of the 
Hands of Christ to be more ready and 


more near—through the better 
trained mind and heart and voice of 
the Nurse, whether religious or lay, 
in Catholic Hospital Schools of 
Nursing. 

Our practical purpose, then, in this 
series of articles which we are initiat- 
ing, is to make it easier for The Cath- 
olic Schools of Nursing to consider 
and reconsider their present practice 
in the field of formal religion courses 
for nurses in training. We intend to 
be neither controversial nor critical. 
We aim only at presenting presently 
helpful material. 

We shall detail curricula. We shall 
suggest actual courses. We shall study 
the difficult problem of the personnel 
required for teaching such courses as 
we shall propose. Ethics are not reli- 
gion. Psychology is not religion. And, 
while both these have their place in 
the study of religion and both are 
needed in the curriculum of a Nurs- 
ing School, more positive attention to 
the revealed Voice of Christ is at 
present everywhere imperative. The 
magnificent generosity of our Cath- 
olic nuns and nurses is a modern 
miracle of divine charity working 
through human hearts. Perhaps we 
can help the Divine Lover of souls 
even more by refining and improving 
our present efforts to make the 
nurse’s voice be more skillfully and 
even more completely the very Voice 
of Christ in the ears of the sick just 
as her hands are the Hands of Christ 
and her heart is The Heart of Christ. 
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George E. Reed, A.B., LL.B. 


Extension of Social Security 

Recent developments indicate that 
hospital care holds a high priority in 
the minds of officials in Washington. 

The President in his State of the 
Union Address, delivered before a 
joint session of the two Houses of 
Congress on January 7, 1948, made 
specific reference to care of the 
Nation’s health. He observed that, 

“Our system (of Social Security 
legislation) has gaps and inconsisten- 
cies; it is only half finished. We 
should now extend unemployment 
compensation, old age benefits, and 
survivors’ benefits to millions who 
are not now protected. .. . 

“The greatest gap in our Social 
Security structure is the lack of 
adequate provision for the Nation’s 
health. We are rightly proud of the 
high standards of medical care we 
know how to provide in the United 
States. The fact is, however, that 
most of our people cannot afford to 
pay for the care they need. 

“T have often and strongly urged 
that this condition demands a na- 
tional health program. The heart of 
the program must be a national 
system of payment for medical care 
based on well tried insurance prin- 
ciples. This great Nation cannot 
afford to allow its citizens to suffer 
needlessly from the lack of proper 
medical care. 

“Our ultimate aim must be a 
comprehensive insurance system to 
protect all of our people equally 
against insecurity and ill health.” 

This reaffirmation of the desire for a 
program of national health insurance 
will probably stimulate activity in 
this field; though it is difficult to 
predict what action will be taken by 
the present Congress. 
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THE WASHINGTON SCENE 
Reviewed by George E. Reed, A.B., LL.B.* 





Hospital Construction Program 

Meanwhile the Hospital Construc- 
tion Program is well under way. A 
report which has just been compiled 
by the United States Public Health 
Service discloses that, as of January 
2, 1948, 83 hospital construction 
applications have been approved re- 
sulting in an estimated cost of $36,- 
815,680 of which the Federal share 
was $12,234,176. Seventy of the ap- 
proved projects were public institu- 
tions. Thirteen applications of non- 
profit institutions were approved. Of 
the seventy applications approved for 
public agencies, fifty involved general 
hospitals with a total bed capacity 
of 1843. Twelve out of the 13 ap- 
plications approved for non-profit in- 
stitutions called for the construction 
of general hospitals with a total bed 
capacity of 830. The Federal share 
involved in the construction of the 
public hospitals and health centers 
was $8,738,417 and for the non-profit 
groups $3,495,417. 

The most significant thing about 
these statistics is the demonstration 
of the extent to which the public 
hospitals are entering into the field 
of general hospital care. For instance, 
47 of the general hospitals are desig- 
nated as new ones. It should be 
stated, at this point, that some of the 
public hospitals which have recently 
been authorized will be operated by 
non-profit groups though ownership 
is public. Then too the statistics in- 
dicate that, on the average, the non- 
profit hospitals are larger. This, of 
course, requires more financing with 
the result that many non-profit 
groups have not as yet filed their 
applications. 


Problem of Government Lien 

Some applications by non-profit 
hospitals have been held up for the 
reason that insurance companies are 
reluctant to lend money until there 
has been a clear-cut ruling on the 
effect of Section 624, Paragraph (e) 
of the Act which entitles the United 
States to recover 33 1/3 per cent 
of the value of the hospital in the 
event that there is an unauthorized 
transfer of ownership or the hospital 
ceases to be non-profit in character. 


Some attorneys are apprehensive lest 
the government lien be held superior 
to the first mortgage of the company 
making a loan. A ruling is expected 
on this question within a short time. 

Another factor which may affect 
the construction of hospitals is the 
new Anti-inflation Bill. Under this 
Act several departments of govern- 
ment, particularly the Department of 
Commerce, may authorize industry 
to allocate materials in short supply. 
An executive order implementing the 
Anti-inflation Act provides for the 
establishment of priorities for essen- 
tial users of the commodity in short 
supply. The priorities established for 
the consumption of steel is expected 
to set the pattern of the priority set 
up. The relevance of this priority 
system to hospital construction is at 
once evident. A priority limited to 
public agencies could, in a large 
measure, defeat the intent of the 
Hospital Construction Act. 

Recently, the United States Public 
Health Service promulgated a revised 
regulation entitled Grants For Sur- 
vey, Planning, and Construction of 
Hospitals. One of the most important 
provisions in this regulation is Sec- 
tion 53.74 which reads as follows: 


Fair hearings. The State Agency shall 
establish such rules and regulations 
as will provide an opportunity for an 
appeal to and a fair hearing before 
the State Agency to every applicant 
for a construction project who is dis- 
satisfied with any action of the State 
Agency regarding its application. 


This section extends an important 
right to applicants and should insure 
an equitable operation of the pro- 
gram, provided that the applicant 
avails himself of it. 

Such, briefly, are the highlights of 
recent developments involving hos- 
pitals. More are to come, particularly 
in the field of Social Security. How- 
ever, the Ways and Means Com- 
mittee informed the representatives 
of the Hospital Groups at the con- 
clusion of their testimony on the 
tax exempt status of hospitals that 
no consideration would be given to 
the extension of Social Security cover- 
age until the spring. 
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Uursing Education 


Conducted by Margaret Foley, R.N. 





The Conference of Catholic 
Schools of Nursing 


From the January number of 
HosPITAL PRrocGRESs our readers were 
afforded a full report of the conclu- 
sions and recommendations of the 
recent Chicago (December 4, 5, 6) 
meeting of representatives of schools 
of nursing concerning the future of 
the nursing profession and _par- 
ticularly, the pattern of nursing edu- 
cation in the future. A summary 
appears in that issue of the Journal 
1.garding the attitude of the Sister 
Directors of the Catholic schools of 
nursing concerning the pattern to be 
adopted in the future development 
of nursing as a profession. It will be 
recalled that a significant point in 
this survey of the opinion of the 
Sisters related to the development of 
programs for the preparation of Prac- 
tical Nurses or Nurse Assistants. Ap- 
proximately two thirds of the re- 
sponses to this question favored the 
development of such _ educational 
programs. 

As a result of these regional meet- 
ings and of our own opinion survey, 
the Conference of Catholic Schools 
of Nursing has recommended that a 
meeting be called of the Council 
members, the Sister Examiners, and 
the Sister Counsellors. It has also 
been recommended that other Sisters, 
particularly members of State Boards 
of Nurse Examiners, be invited to 
attend the meeting. It is hoped that 
about 75 Sisters will attend this 
meeting. 

The meeting will take place in St. 
Louis, Mo., on February 27, 28, and 
29. Although the details of the pro- 
gram have not been completed at this 
time, the general purpose of the meet- 
ing might be summarized as follows: 

1. To subject to critical analysis 
the Conclusions and Recommenda- 
tions of the recent regional meetings 
in Washington, San Francisco, and 
Chicago. 

2. To evaluate these conclusions 
and recommendations in the light of 
present day conditions. 
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3. To review the trends in Pro- 
fessional Education. 

4. To study the status of Catholic 
Schools of Nursing in relation to the 
proposals for the improvement of 
the profession. 

5. To formulate policies and a 
program of Nursing Education for 
the guidance of the Sisters. 

The agenda for this meeting tenta- 
tively includes the following topics: 


Friday, February 27 

The Crisis in Nursing: a) Nursing 
Service, b) Nurse Recruitment, c) Nurs- 
ing Education. 

Review of the Developments in Nurs- 
ing Education and effect on Catholic 
Schools of Nursing. 

Trends in Professional Education: 

a) History of accrediting agencies; 

b) Advantages derived from central 

accrediting agencies; 

c) Dangers and disadvantages from 

central accrediting agencies; 

d) Our attitude toward an accredit- 

ing agency in nursing education. 
Questions and discussion 

Pattern for the Development of the 

Nursing Profession 


Saturday, February 28 


It is planned to invite representatives 
from the National Council to present 
their objectives in nursing education; to 
obtain from them a definite statement 
of attitude concerning the three-year 
schools of nursing and to give the Sis- 
ters an opportunity to question them 
and to defend the work of the three- 
year school. 

Beginning Saturday afternoon and 
continuing through Sunday the following 
questions should be discussed and defi- 
nite recommendations made on them. 
The Open Forum Method has been 
suggested. 

1. Do we recommend the training and 
use of practical nurse or Nurse Assist- 
ant? 

Who would be responsible for her 
training? 

2. Assuming that the good three-year 
school will for many years be the best 
source of nursing service: 

a) To what extent should three-year 


Miss Margaret Foley, R.N., Secretary, 
Conference of Catholic Schools 
of Nursing. 


schools affiliate with Catholic col- 
leges or universities? 
To what extent can they affiliate 
with such institutions? 
Can Catholic schools of nursing 
finance such affiliation? 
To what extent should Catholic 
schools work toward centralized 
teaching under non-collegiate aus- 
pices? 
3. To what extent should Catholic 
Schools of Nursing work toward full 
collegiate nursing education? 


Sunday, February 29 

4. What should be done about the 
weaker three-year schools? 

5. What can be done to co-ordinate 
in a better manner nursing education 
and nursing service? 

Should the school of nursing be au- 
tonomous? What of clinical experience? 

6. Should the Conference of Catholic 
Schools of Nursing continue its own 
program for evaluation? or 

Should the Catholic Schools of Nurs- 
ing co-operate in the formulation and 
development of policies and criteria of 
accrediting for all schools and look for- 


‘ward to participating in the execution 


of such policies? 

7. What recommendations should be 
made on curriculum content? Education 
for health? 

What recommendations for teachers 
and teacher training? 

8. Should the hospital be considered 
a health center? 

9. What will our attitude be on eco- 
nomic security for the nurse? What of 
personnel relations? Attitudes? 

10. Shall we favor public support for 
nursing education? 

11. How do we define nursing and the 
Catholic Nurse? 

12. How can we improve the Confer- 
ence of Catholic Schools of Nursing? 

13. When should a meeting with Di- 
rectors of Schools and superiors be held? 
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a) In conjunction with the Catholic 
Hospital Convention and Cleve- 


b) A special meeting in a Midwest- 
ern City at the end of April 


In addition to this meeting, several 
members of the Council have sug- 
gested that there be convened a 
special assembly of all the Directors 
of Catholic Schools of Nursing and 
their Sisters Superior to present to 
them the policies and program de- 
veloped in the February meeting de- 
scribed above. This is certainly a 


practical suggestion and one through 
which much valuable help can im- 
mediately be made available to all 
of our school officials and to their 
Superiors. 

The final decision concerning such 
a special assembly has not been made 
and probably will be deferred pend- 
ing the outcome of the February 
meeting of the Conference of Catholic 
Schools of Nursing. At least a pre- 
liminary report of the February meet- 
ing will be made available in the 
April issue of HosprtTaL PRocREss. 


The Record of Achievement of the 
Cadet Nursing Program 


Very shortly, in April, the last 
Class of Cadet Nurses will enter its 
Senior Cadet period. In bringing to 
a close the largest nursing education 
project in the history of this Coun- 
try, the officials of the United States 
Public Health Service present this 


resume: 
“The training program under the 
Bolton Act brought educational op- 
portunity to 179,000 young women 
who joined the U. S. Cadet Nurse 
Corps and enrolled in more than 


1100 schools of nursing. At the close 
of the program, approximately 125,- 
000 Cadet Nurses will have been 
graduated. The latest count (June 30, 
1947) shows that 86,000 students had 
served as Senior Cadets, 16,000 of 
them in Federal nursing services. 

In the advanced programs, 17,034 
graduate nurses benefited in 128 pro- 
grams conducted in 106 institutions. 
A total of 24,236 scholarships were 


granted to these students. Approxi- 
mately two thirds of these students 
were enrolled in 57 university pro- 
grams and the remainder in 71 in- 
tensive in-service programs. 

The net amount appropriated for 
these programs totaled $179,900,000 
of which $3,600,000 was allotted to 
grants for the postgraduate program, 
$3,000,000 to administrative costs, 
and the remainder to schools in the 
Cadet Nurse Corps program. 

Many thousands of patients re- 
ceived nursing care which would not 
have been available without the in- 
creased wartime enrollment in nurs- 
ing schools. The increased supply of 
graduate nurses as well as the con- 
tribution of this program to advanced 
preparation will assure more and 
better care to still more thousands of 
patients.” 

That this undertaking was suc- 
cessful and contributed substantially 


to solving the problem of nursing 
service so acutely needed during and 
since the war cannot be denied. The 
sympathetic interest in the schools 
of nursing of Dr. Thomas Parran on 
the one hand was very much ap- 
preciated ; particularly to Miss Lucille 
Petry, the Director of the Program, 
is a vote of thanks due for her under- 
standing approach to the schools in 
such a large undertaking. It must be 
the source of a lot of satisfaction 
to Miss Petry to know and realize 
how much good was accomplished. 
After all, this was not a minor opera- 
tion for the schools to undergo. On 
the other hand, the Directors of the 
Schools of Nursing are to be com- 
mended for their generous co-opera- 
tion in this project. Their contribution 
to the war effort and to the welfare 
of the people was a large one and 
one which it would be difficult to 
evaluate. 

Another consideration must not be 
overlooked in this resume. The results 
of this experiment have brought much 
good to the Schools. The financial 
element in nursing education is better 
understood — administrative pro- 
cedures, we believe, are now on a 
higher level than before the war. 
In other respects, too, schools have 
benefited from participation in this 
project. 

The Editors of Hosp1TaL Procress, 
on behalf of the Officers of the 
Catholic Hospital Association take 
this occasion to express again to Dr 
Parran and to Miss Petry their sincer- 
ést thanks for affording the Directors 
of our Schools of Nursing an oppor- 
tunity to be of service to the war 
effort. 


Capping Exercises at St. Edward's School of Nursing, Fort Smith, Arkansas. 
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With Professional Organizations 





Dr. Paul R. Hawley, Co-ordinator 
Blue Cross and Blue Shield 


Dr. Paul R. Hawley, who reorgan- 
ized and developed the medical-hos- 
pital program of the Veteran’s Ad- 
ministration under General Omar 
Bradley, and as a major general 
headed the medical machine in the 
European Theater of Operations dur- 
ing World War II, has been named 
chief executive officer of the National 
Organization of non-profit Blue Cross 
hospital service Plans and Blue Shield 
medical-surgical service Plans. 

The announcement of Dr. Hawley’s 
appointment was made at a dinner in 
Washington, January 10, in his honor 
by R. F. Cahalane, Boston, Chairman 
of the Blue Cross Commission, and 
Dr. L. Howard Schriver, Cincinnati, 
president of the Blue Shield Com- 
mission. Dr. Hawley, who resigned as 
Chief Medical Director of the VA 
on December 31, will assume his 
Blue Cross-Blue Shield duties on 
April 1 with headquarters in Chicago. 

Dr. Hawley, who is now serving 
as Special Assistant to the Admin- 
istrator of Veterans Affairs at the 
request of General Carl R. Gray, Jr., 
new Veterans Administrator, and as 
Chairman of the Committee on Uni- 
fication of the Medical Services of the 
Armed Forces, will leave these as- 
signments in late March to assume 
executive responsibility for the na- 
tion’s voluntary prepayment health 
care movement. 

In this capacity he will direct the 
activities of the Blue Cross Com- 
mission of the American Hospital 
Association, co-ordinating agency for 
the 91 approved non-profit hospital 
service Plans in the United States 
and Canada, and of the Blue Shield 
Commission, national co-ordinating 
body for 48 non-profit medical-sur- 
gical prepayment Plans. Estimated 
enrollment of the two movements on 
January 1 was 29,250,000 in Blue 
Cross and 7,250,000 in Blue Shield. 

Dr. Hawley has been credited with 
being the guiding hand in overhauling 
the VA medical-hospital program and 
raising the efficiency of the Veterans 
health care service to a level un- 
paralleled in VA history. As director 
of the two voluntary prepayment 
programs, Hawley will direct his at- 
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tention to strengthening and unifying 
their position as a national movement 
and developing plans for national en- 
rollment activities. 

In his talk at the dinner, General 
Hawley stated that he had accepted 
the position “solely because it offers 
an exceptional opportunity to con- 
tribute to the improvement of the 
medical care of our people.” 

“T have been told by so-called ex- 
perts,” he said, “that privately oper- 
ated prepaid health service can never 
be successful in this country — that 
the costs of the ‘fee for service’ type 
of operation are prohibitive, and that 
prepayment for medical care can be 
placed on a sound actuarial basis only 
through the operation of clinics 
staffed by salaried physicians. This 
I do not believe; but, if it should 
prove to be true, my position would 
be that it is the type of operation 
that must be changed rather than 
the quality of medical care offered to 
subscribers. I say this with confi- 
dence because the leaders of these 
two organizations have impressed me 
with their complete sincerity of pur- 
pose. They have fully convinced me 
that they are committed to providing 
a real public service. They would 
never have considered me for this 
position had I held any different 
views, nor would I have accepted the 
position upon any other conditions.”’ 

Continuing, he stated, “I have 
further been told by so-called experts 
that this undertaking is too gigantic 
for a private, voluntary agency, and 
that only the Government is in a posi- 
tion to make it successful. I would 
have no quarrel with this point of 
view except that it is invariably cou- 
pled with the provision that, to make 
it. successful, the Government would 
have to control medical practice. 
Nor would I object to the Govern- 
ment control of medicine if this would 
elevate the standard of medical prac- 
tice in this country. But, I have 
seen Government medicine in opera- 
tion in other countries, and I know 
what Government control does to 
medicine. I want no part of it for 
our people.” 

General Hawley called attention 


Dr. Paul R. Hawley 


to the following criticism which had 
been leveled at him: “Recently I was 
taken to task by a well known 
columnist for my convictions upon 
this subject. He said that, in elevat- 
ing the standards of medical practice 
in veterans’ hospitals, I had myself 
proved the case for Government 
medicine. But he missed the critical 
point — the fact that the principal 
reason for poor medical practice in 
veterans’ hospitals was that it was 
done by a full-time, salaried staff, 
isolated from the rest of American 
medicine; and that the principal rea- 
son for the improvement of the past 
two years is that we brought into 
our veterans’ hospitals, as consultants 
and part-time physicians, the better 
medical men of the country, who are 
engaged in private practice.” 

The General concluded his talk by 
saying that, “Blue Cross and Blue 
Shield have only one objective — 
that of offering the best in prepaid 
health service at the lowest possible 
cost. These organizations have been 
operated for the benefit of the pa- 
tient — not for the benefit of the 
doctor or the hospital. And, so long 
as I am in any way connected with 
these organizations, there will be no 
deviation from this fixed policy.” 

Dr. Hawley retired from the Army 
as a Major General in June, 1946, 
to become the first chief Medical 
Director of the Veterans Administra- 
tion. He was graduated from the Uni- 
versity of Cincinnati Medical School, 
the Army Medical School, from the 
Command and General Staff School 
and from the Army War College. He 
has been an instructor in both the 
Army Medical and the Medical Field 
Service School and was the assistant 
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commandant of the latter school. He 
served in France as Regimental Sur- 
geon during World War I. At the 
beginning of World War II he be- 
came the Chief Surgeon of the U. S. 
Forces in the British Isles and after- 
wards Chief Surgeon of the European 


Theater of Operations. He has re- 
ceived many military and medical 
awards and is eminently qualified by 
his experience in medicine and admin- 
istration to bring outstanding leader- 
ship and direction to Blue Cross and 
Blue Shield organizations. 
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GENERAL PsyCHOLOGY 

By John E. Bentley. J. B. Lippincott 
Co., Philadelphia, 1947. Pp. 389. (Price 
not given.) 

The author of this book received his 
Th.D. from McGill University, and was 
professor of religion at the Iliff Theo- 
logical School. At one time he was pas- 
tor of a Methodist Episcopal church. 
A critique, at least, of the arguments 
proving man’s responsibility because of 
his free will, or of the immortality of 
man’s soul would be natural in one 
thus versed in theology and psychology. 
Whether or not he accepts these truths, 
however, is not evident from this book. 
In fact, from what he says (p. 235): 
“In the course of evolution man is the 
highest vertebrate, distinguished by su- 
perior cortical activity,” and (p. 209) 
“The highest mental processes take 
place in the association areas of the 
brain,” it is not clear that he considers 
man essentially different from the brute. 
Furthermore, when thinkers like Aris- 
totle, Aquinas, Bergson, and experimen- 
tal psychologists like Lindworsky, Ach, 
Michotte, and Priim admit freedom of 
the will, it is at least presumptuous for 
one of Bentley’s stature to ignore it. 
Would the author care for a nurse who 
was not convinced of her freedom and 

_ hence of her obligation to a moral code? 

The book is divided into four parts: 
the organic basis of psychology, the ac- 
tivity of the human senses, the means 
whereby learning is effected, and the 
problems of personality adjustment. The 
first two parts are fairly well done, but 
in the rest the author tries to cover too 
much ground, hence superficially. For 
instance, there is much about personal- 
itv types but not a word about what 
constitutes a person or about the mean- 
ing of the Ego. He makes the old mis- 
take of identifying personality with the 
behavior by which it is revealed. He 
leans a great deal on Dashiell and that 
author’s physiological-behavioristic de- 
scription of thought. 

The sketches of the founders of 
psychoanalysis: Freud, Adler, and Jung, 
are well done — from a neutral attitude, 
however. He does not criticize Freud 
for his materialism. Is this because 
people in glass houses shouldn’t throw 
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stones? The book is quite presentable, 
printing and binding. The reviewer's 
copy, however, was mutilated: pages 
from viii of the preface to page 7 are 
missing. —James F. Walsh, S.J. 

Regis College. 
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AUSTRALIA 


Nuns Use “Flying Convent” 

One of the most unusual flights in 
aviation history was staged when 10 
Catholic nuns boarded a “flying convent” 
in Rome bound for Australia. 

The nuns, Sisters of Mercy, made the 
trip in response to an appeal by the 
Vicar General of the Melbourne arch- 
diocese for additional nurses at a 
Catholic hospital. 

The chartered plane leaving Rome 
had an altar installed in its cabin so 
the Sisters could say their prayers and 
read their Office while in flight. Curtains 
were draped over the windows to insure 
privacy at refueling stops. 


CZECHOSLOVAKIA 


Hospital 852 Years Old 

The Hospital of St. Ladislaus, in 
Bratislavia, conducted by the Brothers 
of Mercy, recently celebrated the 852nd 
anniversary of its founding. 

The cornerstone was laid by St. 


Ladislaus himself, and the original hos- 
pital where wounded Crusaders were 


treated was completed about the year 
1095. The present building, erected on 
the ruins of the original, was completed 
in 1830. 

The Brothers of Mercy came to 
Bratislavia in 1669. Since they took 
over the hospital they have rebuilt it 
five times because it was wrecked in 
various wars. The present building, now 
mainly an old people’s home, is the old- 
est hospital in central Europe. 


CHINA 


Catholic Hospital Opens 

Providence Hospital, which has just 
been formally opened in Kalgan, is the 
only medical institution in a district of 
about 100,000 inhabitants. It will be 
under the direction of two Belgian nuns, 
both of whom have degrees in surgery. 
The new hospital will accommodate 
about 50 patients. 


ENGLAND 


Danger to British Catholic Hospitals 

A warning has been issued by His 
Eminence Bernard Cardinal . Griffin, 
Archbishop of Westminster, that in 
July, 1948, the British Government, ac- 
cording to a new law, will be in position 
to take over the 60 Catholic hospitals 
and institutes. ; 

Many of the hospitals built and op- 
erated by Catholics—mostly by reli- 
gious orders — have been informed that, 
under the 1946 National Health Service 
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Act, they are to be transferred to the 
Ministry of Health. Included also are 
maternity homes, homes for mental pa- 
tients, nursing homes, and convalescent 
homes. 

The only chance that Catholics have 
of maintaining their hospitals, the Car- 
dinal pointed out, lies in a vague clause 
of the law which says that the character 
and associations of a voluntary hospital, 
linked with a particular religious de- 
nomination, are to be preserved. His 
Eminence called upon the government 
to strengthen this vague provision, 
saying: 

“We must bear in mind that a sick 
man has a body and a soul, and that 
the soul is destined for an eternal fu- 
ture. The sick person, therefore, cannot 
be treated properly unless he is con- 
sidered as a complete man with human 
rights and duties and an eternal destiny. 

“Religion, in fact, has always played 
an important part in the care of the 
sick. We must also remember that nurs- 
ing the sick is not merely a profession, 
but a vocation.” 

Catholic hospitals, he said, “have in 
the past deserved well of the public 
and it would be an act of ingratitude, 
not to mention injustice, if they were 
to be taken over without such a 
guarantee.” 

A Catholic Hospital’s Co-ordinating 
Committee already has been set up to 
consider possible actions and Catholic 
Members of Parliament now are con- 
sidering ways and means to amend and 
strengthen the one saving clause of the 
Health Service Act. 

It has been pointed out that there is 
no guarantee in the present law that 
would prevent the public administrators 
of these hospitals from permitting or 
ordering euthanasia and the various 
shockingly immoral practices so preva- 
lent today. If that should happen, of 
course, it would be impossible for the 
Catholic hospital to carry on as such. 


HAWAII 

Blue Cross Increase Sought 

Plans for increasing enrollment in 
Hawaii Medical Service Association 
through co-operation among Hawaiian 
hospitals, medical men, and employers 
were discussed by Allen B. Thompson, 
vice-president of Associated Hospital 
Service — New York’s Blue Cross plan 
— December 5. He addressed a group 
of hospital administrators and physicians 
in Honolulu. 

He urged greater emphasis upon meet- 
ing the catastrophic costs of hospital 
and medical care. If enrollment in the 


plan is to be increased from 20,000 to 
100,000 in 1948, specific modifications of 
policy and procedure must be instituted. 
Hospitals and the medical profession 
must underwrite the plan through con- 
tractual agreements to provide service. 


HOLLAND 


Plans World Medical Digest 

Dr. Martin W. Woerdeman, dean of 
the college of medicine at the Uni- 
versity of Amsterdam, is launching prob- 
ably the most ambitious project ever 
attempted in the field of medical in- 
formation: publication of a world digest 
of medical research and progress as ab- 
stracted from every medical journal in 
the world. 

There are between 7,000 and 8,000 
medical journals, published in scores of 
languages and scattered over the world’s 
six continents, but Woerdeman takes 
them all — that’s an annual subscription 
bill of $140,000. He has been in the 
United States to arrange the co-oper- 
ation of the American Medical Associa- 
tion, societies of medical specialists, 
universities, and the publishers of 
scientific journals. 

Excerpta Medica really is to be 
fifteen magazines, since there will be 
a separate division of the journal for 
each phase of the medical profession. 
Seven already have published their first 
issues. These are the journals on 
dermatology, venereal diseases, ophthal- 
mology, endoctrinology, tuberculosis, 
radiology, and surgery. Woerdeman ex- 
pects the others to be in circulation by 
January. All will be issued monthly. 

A staff of editors and translators has 
been assembled at the publication’s 
headquarters in Amsterdam. As the 7,- 
000 and more medical journals come 
pouring in from the United States, 
England, Denmark, Peru, South Africa, 
and other parts of the world, the editors 
send each article to a recognized author- 
ity in that subject to make an abstract. 
Then translators rewrite it in English, 
the language of the magazine, for, says 
Woerdeman, “English today is the 
common language of most scientific men 
in the world.” 


ITALY 


Inspects Cabrini Hospital 

The donor of the statute of St. 
Frances Xavier Cabrini, recently placed 
and dedicated in St. Peter basilica, 
Thomas L. Warner of Chicago, has left 
for Milan to inspect the new Columbus 
Clinic operated by the Sisters of Mother 
Cabrini there. 

The clinic is one of the most com- 
pletely equipped institutions of its kind 
in Europe. It was practically ready to 
open its doors when war broke out and 
has only recently been able to begin its 
work. 
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EGYPT 


Cholera Aid Effective 

The World Health Organization's as- 
sistance to the Egyptian Public Health 
Authorities in fighting cholera came to 
a close when the outbreak was virtually 
halted in the third week of November. 
In a remarkable demonstration of how 
nations can co-operate against a com- 
mon danger, cholera was confined to 
Egypt and brought under control within 
six weeks. This is the first time in 
medical history that an epidemic which 
spread at a rate of more than a thou- 
sand new cases a day has been checked 
in so short a time. 

Co-ordinating the procurement of 
medical supplies, the WHO Headquar- 
ters Office in New York shipped by air 
more than 32 tons of vaccine, blood 
plasma, and other supplies urgently 
needed for the treatment and prevention 
of cholera. 

Through 


the efforts of the WHO 


Headquarters Office, more than 5,000,- 
000 cubic centimeters of cholera vac- 
cine were shipped by air from the 
U. S., China, Indo-China, Japan, and 
Southern Korea to Egypt and her 
neighbors. 

Medical supplies shipped by WHO 
included 2,500,000 cubic centimeters of 
human blood plasma donated by the 
American Red Cross. Plasma is used to 
rebuild the protein content of the body 
and to combat dehydration. This was 
in addition to equipment and drugs for 
the treatment of cholera airshipped in 
response to a request from the Egyptian 
Ministry of Health late in October. 

Final figures through mid-November, 
when the epidemic was declining sharply, 
show a total of 20,127 cases with 9760 
deaths. Thus the case fatality rate was 
about 48.5 per cent, as compared to an 
apparent fatality rate of 85 per cent in 
1902. Furthermore, the current epidemic 
never gained a foothold in the cities, 
where the water supply is protected, 
and has been confined almost entirely 


to the Nile Delta. This is due primarily 
to the tremendous efforts of the Egyp- 
tian Public Health Authorities, who ap- 
plied modern methods of control and 
were backed up by the resources of 
many nations co-operating through the 


WHO. 


JAPAN 

Nurses Study at Franciscan Hospital 

More than 100 nurses from through- 
out Hokkaido have attended a: month's 
continuation course at the Catholic hos- 
pital and nursing school at Sapporo 
Nearly a third of the group 
with the Franciscan Missionaries of 
Mary in charge of the establishment 

Central occupation authorities had 
suggested the course, but choice of the 
place where it would be given was left 
to local officials. Though only a few of 
the nurses attending were Catholics, all 
showed interest in the work of the Sis- 
ters and nearly 50 subscribed to the 
Japanese Catholic magazine published 
by the German Franciscans in Sapporo 
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Alcoholic Clinic at St. Francis Hospital 
Edward L. Brennan, 1H.D.* 


ON JULY 28 of the current year, 
St. Francis Hospital, Hartford, 
Conn., became one of the first gen- 
eral hospitals in New England to 
establish an in-patient clinic for pa- 
tients suffering from acute alcoholism. 
The clinic was set up with the co- 
operation of the local chapter of 
Alcoholics Anonymous, with admis- 
sions limited to persons referred by 
this organization. 

While this clinic has been in opera- 
tion too short a time to warrant any 
definite conclusions, the results so 
far — which will be analyzed later 
in this article — appear encouraging. 
Certainly, those admitted to the 
clinic have at least been exposed to 
a temperance movement at a time 
when they can derive the greatest 
possible benefit from such association. 

In each case the length of stay 
is approximately five days. On dis- 
charge, each patient is sent back to 
Alcoholics Anonymous. Establishment 
of this clinic has met a very definite 
need of the community for a place 
where alcoholic patients can be de- 
toxified. 


*St. Francis Hospital, Hartford, Conn. 
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This need is demonstrated clearly 
when one considers that most private 
psychiatric hospitals will not accept 
alcoholic patients unless they agree 
to stay for a sufficiently long period, 
so that something can be done to 
change the habit pattern of alcohol- 
ism as well as to care for the acute 
alcoholic manifestations. Because of 
the considerable expense involved, 
this type of service ordinarily is 
available only to the well-to-do. 
Mental institutions controlled by 
the state, as a general rule, have no 
facilities for the treatment of alcohol- 
ism and are overcrowded with other 
types of psychiatric problems. Such 
institutions will not accept an alco- 
holic patient unless it can be shown 
that he is suffering from a psychosis. 

From the standpoint of the public, 
the problem of alcoholism always 
has been a debatable one. Most 
alcoholic problems come under the 
supervision of the police and legal 
methods of correction are extensively 
employed without much success. The 
Alcoholics Anonymous group, a vol- 
unteer organization with a particular 
knowledge of this difficulty, has de- 


voted itself to meeting the problem 
of alcoholism considered as an ill- 
ness. A particular difficulty met by 
the A.A. group has been the han- 
dling of the acute toxic alcoholic 
situation. Heretofore, Alcoholics An- 
onymous has had little opportunity 
of finding a solution to this problem. 
The group realized that if a solution 
could be found it would offer perhaps 
the best approach to a continuing 
and very beneficial rapport with the 
patient. 

Here at St. Francis Hospital it 
was felt that, while the debate as 
to whether alcoholism is a sin or a 
sickness might go on forever, the 
hospital could fulfill a function which 
had special reference to alcoholism 
as a sickness by detoxifying the acute 
or delirious alcoholics. At the same 
time, by following the rule of ad- 
mitting as patients on this service 
only those referred by Alcoholics 
Anonymous, the hospital is strength- 
ening that temperance organization. 

After admission to the clinic, each 
patient has a complete physical ex- 
amination which includes laboratory 
procedures such as urinalysis, and 
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studies of the alcoholic, sugar, and 
non-protein nitrogen content of the 
bleed. In the first twenty-four hours 
the patient receives three intravenous 
injections consisting of 1000 cc’s of 
five-per-cent glucose with twenty 
units of regular insulin. Vitamin B 
is given but it does not appear to 
be essential in the detoxifying proc- 
ess, since it has been omitted in 
many cases. Sedation with bromide 
and chloral combination is used to 
secure adequate sleep on the first 
night of hospitalization, but after 
that it appears to be unnecessary. 
For the last three days the patients 
are up and around, and, as a gen- 
eral rule, are quite pleasant and 
cheerful. 

In those cases where there is devi- 
ation from this course, usually we 
find that we are dealing with a 
diabetic condition, kidney difficulty, 
or liver damage which requires a 
special arrangement of treatment. 
People who are essentially drug 
addicts, but with a covering of alco- 
holism also, show some deviation and 
usually are referred to a psychiatric 
hospital. 

To date, 159 patients have been 
admitted to our clinic and, as of 
September 25, Alcoholics Anonymous 
has supplied a report on the first 60 
patients discharged. 

Thg report is as follows: 


Abstaining to date through con- 


tact with the Alocoholics 

EE weebu es pesca 40 
Relapsed, but doing well in 

RSS rere 6 
Total helped by AA .......... 46 
Doing well, but not certain if in- 

PRINS Bb BA occcccccees:s 1 
Relapsed and not interested in 

ME Set Cee eee st Ces cite ae 3 5 
Cannot locate to date ......... 4 
Regarded as having other psy- 

chiatric problems ........... 4 


The Alcoholics Anonymous group 
plans to continue periodic check-ups 
on discharged patients which will 
have more significance after the lapse 
of a sufficiently long period of time. 


A HOSPITAL COUNCIL AWARD 

Recognition of the value of public 
education in the betterment of com- 
munity health came double on Decem- 
ber 1, when the Dallas (Texas) County 
Hospital Council presented its first 
annual Hospital Council Award. 


To Dr. Milford O. Rouse went the 
Hospital Council Award, a gold-inscribed 
bronze plaque “for his unselfish interest 
in his fellowman; for the practical 
demonstration of his belief that better 
health makes a better community.” 

To Helen Bullock went the Special 
Award, a hand-lettered parchment scroll 
“for her effective use of journalism in 
interpreting the health needs of the 
community.” 


Banquet Program 

New officers for the Dallas County 
Hospital Council were introduced: 
Thomas L. Norton, administrator of 
the City-County Hospital system, presi- 
dent; Boone Powell, assistant adminis- 
trator of Baylor University Hospital, 
vice-president; Lowell Hudson, assistant 
administrator of Methodist Hospital, 
secretary-treasurer. 

New president, Thomas L. Norton, 
presented to each of the past presidents 
present a small gold gavel for their 
efforts in making the work of the 
Council a success: Cicero B. Fielder, 
Methodist Hospital, 1947; Sister An- 
tonio, St. Paul’s Hospital, 1946; Law- 
rence Payne, Baylor Hospital, 1945. 

Guest speaker was Dr. Earle Williams, 
oral surgeon, former Oklahoman and 
six years with the army, who proved 
that humor is one of the best means 
of making a point. His point: that 
people in the health field have the 
greatest of opportunities, and beyond 
that the greatest of obligations in any 
field. 


The music was provided by the 





Sunset Quartet. The annual report was 
made by outgoing president, Fielder, 
and the presentation Council objectives 
for the new year was made by incom- 
ing president, Norton. 


CONFERENCE ON VITAL 
STATISTICS 


Recommendations formulated by the 
Expert Committee for the preparation 
of the Sixth Decennial Revision of the 
International Lists of Diseases and 
Causes of Death at its second session, 
held in Geneva, October 21-29, consti- 
tute a working plan for the forthcoming 
International Conference. The Com- 
mittee recommends that the Conference 
be held not later than the end of April, 
1948. It further recommends the 
publication, in two volumes, of the Sixth 
Revision, International Statistical Classi- 
fication of Diseases, Injuries, and Causes 
of Death. The compilation of this docu- 
ment has been the major task of the 
Committee. 

The establishment, under. the WHO, 
of a permanent Committee of Health 
and Vital Statistics was envisaged by the 
Expert Committee, which recommended 
that this question be brought before the 
World Health Assembly. The permanent 
committee would be charged, among 
other tasks, with providing technical 
advice to governments, health admin- 
istrations, and other authorities inter- 
ested in the practical application and 
possible development of the Interna- 
tional Lists of Diseases and Causes of 
Death. 








Hospital Exhibt at the Texas State Fair. 






HOSPITAL PROGRESS 





ae ee ae) ee | 


—- os Oe el lhUeklCOU Oe 





